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homogenization, which accelerates rate of digestion by 
the disruption of the cellular-membraneés and exposure 
of intracellular nutrients to the digestive enzymes, thus 
assuring ready assimilability and tolerability. . First 
strained and. then homogenized, Libby’s Baby Foods 
provide essential nutriment in the vital early period of an 
infant’s life. ; 
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INCIDENCE OF THE SPRUE SYNDROME 


WITH SOME OBSERVATIONS ON THE NATURAL HISTORY 


BY 


L. S. P. DAVIDSON, M.D., F.R.C.P., F.R.C.P.Ed. 


Professor of Medicine, University of Edinburgh ; Member of. the Food Rationing (Special Diets) 
Advisory Committee of the Medical Research Council 


AND 
J. R. FOUNTAIN, M.B., Ch.B., M.R.C.P.Ed. 


Senior Registrar, General Infirmary, Leeds 


The existence of food rationing in the United Kingdom 
since 1940 has given a unique opportunity of investigating 
certain diseases. One disease which has been the centre 
of much research in recent years is the sprue syndrome. 
Information on the collected applications for extra rations 
from verified cases of this syndrome has been made avail- 
able to us by the Food Rationing (Special Diets) Advisory 
Committee of the Medical Research Council. With the 
co-operation of the staff of the Scientific Advisory Division 
of the Ministry of Food it has been possible for us to 
investigate the incidence of this disease and also certain 
interesting aetiological factors which hitherto have been 
open to much speculation and which lacked statistical 
foundation to any satisfactory degree. 


Scope of the Investigation 

The main objects of research may be listed as follows: 

1. The total number of cases of steatorrhoea of all types 
recommended special diets during the period January 1, 1943, 
and December 31, 1948, to be enumerated and the number 
occurring annually recorded. (Unfortunately figures for the 
years prior to 1943 were inaccurate owing to some of the files 
having been destroyed. As a result statistics previous to 1943 
were discarded.) 

2. The cases of the sprue syndrome to be separated into the 
three main types—namely, idiopathic steatorrhoea, coeliac 
disease, and tropical sprue—and the total and annual incidence 
of each to be obtained. 

3. Rarer forms of steatorrhoea—for example, those associated 
with regional ileitis, fibrocystic disease of the pancreas, etc.— 
to be noted, classified, and enumerated. 

4. The sex incidence of idiopathic steatorrhoea and coeliac 
disease to be obtained. 

5. The incidence of the sprue syndrome in the Army and the 
Royal Air Force during the war years to be investigated. 

6. The relationship of idiopathic steatorrhoea to its juvenile 
counterpart, coeliac disease, to be determined—that is, the per- 
centage of cases of idiopathic steatorrhoea having coeliac 
disease in infancy, or symptoms or signs suggestive of such. 

7. Investigation of the possibility that a genetic factor operates 
as an aetiological factor in coeliac disease, idiopathic 
steatorrhoea, and tropical sprue. 


Incidence of Steatorrhoea : Method of Investigation 


When food rationing started in 1940 a committee was 
formed to advise the Ministry of Food on special diets 
necessary for certain diseases or disorders. One of the 
latter was steatorrhoea. Experience in the first world war 
had shown (Hutchison, 1940) that the diagnosis might be 
so uncertain that it was advisable to obtain objective evi- 
dence that steatorrhoea was actually present. Before, there- 
fore, any case was allowed dietary concessions a doctor’s 
certificate containing a description of the patient’s symptoms 


‘and also a chemical analysis of the patient’s stool had to 


be submitted to the Special Diets Advisory Committee, 
which advised the Ministry of Food whether or not a grant 
of extra rations was justified. 

It is obvious, therefore, that all cases of steatorrhoea 
applying for priority rations would eventually be referred 
to this committee. The documents relating to each case 
were filed at the Ministry of Food—in London for England 
and Wales, and in Edinburgh for Scotland—and it was 
possible for the cases of each type to be sorted and counted. 
The diagnosis of the type of steatorrhoea in some cases 
was obscure—a diagnosis of “ steatorrhoea,” “sprue,” or 
“fatty diarrhoea” being on the doctor’s certificate. For 
the purpose of this investigation a letter was sent to the. 
doctor concerned asking if he would supply the correct full 
diagnosis. 

It should be pointed out that no case could be counted 
twice (although recertification is necessary at regular 
intervals), as each record is separately filed. 


Incidence of the Sprue Syndrome in England, Wales, 
and Scotland . 


The total number of cases of the sprue syndrome apply- 
ing for extra rations between January 1, 1943, and 
December 31, 1948, was 2,044, of which 1,303 were cases 
of coeliac disease, 311 cases of idiopathic steatorrhoea, and 
403 cases of tropical sprue (Table I). The remaining 27 
were unclassified, as the original medical certificate gave 
insufficient information on which to make a diagnosis, and 


we were unable to obtain further details of the case owing 
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TasLe I.—IJncidence of Steatorrhoea (Sprue Syndrome) in England, 
Wales, and Scotland, 1943-8 (Population: 47,725,570) 




















Tropical | Idiopathic Coeliac : . 

Year Sprue Steatorrhoea Disease Unclassified Total 
1943 44 41 87 3 175 
1944 81 55 519 3 658 
1945 129 84 347 4 564 
1946 87 45 Ae 123 As 3 258 
1947 34 22 44 ; 67 117 3 126 
1948 ‘di 28 64 160 il 263 
Total .. 403 | 31 1,303 27 | 2,044 











to the patient having changed his address, the doctor having 
died or moved from the district, and other reasons. 
Attention is drawn to the remarkable variation in the 
incidence of the sprue syndrome from year to year—a 
variation which is almost identical in England and Wales 
on the one hand and Scotland on the other (see Tables II 
and III). This annual variation is most pronounced in 


Taste Il.—Incidence of Steatorrhoea (Sprue Syndrome) in England 
and Wales, 1943-8 (Population: 42,636,000) 














Tropical Idiopathic Coeliac P 

Year Sprue Steatorrhoea Disease Unclassified Tota 
1943 43 36 83 3 165 
1944 72 45 443 3 563 
1945 iit 71 295 4 481 
1946 73 32 97 3 205 
1947 22 17 55 3 97 
1948 22 58 124 11 215 
Total 343 259 1,097 27 | 1,726 

















TaBLe III.—Jncidence of Steatorrhoea (Sprue Syndrome) in Scotland, 
1940-8 (Population: 5,089,570) 




















Tropical Idiopathic Coeliac 

ssid Sprue Steatorrhoea Disease | Total 
1940... | oon ens 1 ! 1 
1941... 3 7 Ra. | R | 
1942.. 1 | 1 5 4 

1943.. 1 | 5 4 10— 
1944.. 9 | 10— 16 95 
a. 6 te Te 
~ 26 53 
1947... 12 5 e* 12 Av. 39 
1948.. 6 6 6 48 
Total 64 60 209 | 333 





coeliac disease and tropical sprue and to a lesser degree 
in idiopathic steatorrhoea. With regard to coeliac disease, 
87 cases applied for priority rations in 1943 and 519 in 
1944. It can safely be assumed that 519 new cases did 
not develop during 1944 and that many of these were of 
many years’ standing and were applying for priority rations 
for the first time in that year. A possible explanation for 
this sudden rise we consider to be due to the great pub- 
licity which accompanied the announcement that bananas 
had been made a priority food. 

The rise in the number of cases of idiopathic steatorrhoea 
in 1945 corresponds with the rise in those of tropical sprue. 
It is possible that this rise was partly due to faulty certifi- 
cation, some cases of tropical sprue being called idiopathic 
steatorrhoea. On the other hand, the announcement that 
bananas were a priority food for cases of coeliac disease 
may have acted as a reminder that other types of 
steatorrhoea were entitled to priority rations. 

The fall in the number of cases of idiopathic steatorrhoea 
and coeliac disease in 1947 is difficult to explain on any 
satisfactory basis, especially when the rise to even higher 
levels in 1948 is taken into account. One may postulate 
that in 1947 people, being under the impression that food- 
stuffs previously rationed would become more plentiful, 
became less interested in claiming priority rations. In 


1948, with no sign of the disappearance of austerity, 
patients may have reconsidered the wisdom of this atti- 
tude and claimed their priority rations, thus causing a great 
increase in the number of cases of steatorrhoea recorded 
during 1948. This high figure may be partly due to the 
attention of family doctors being directed to the sprue 
syndrome consequent on the publication of a series of 
new forms of treatment, or to the advent of a State medical 
service, : : . 

As a result of the wide variation in the number of cases 
of the sprue syndrome recorded from one year to the 
other, an accurate figure for the average annual incidence 
is difficult to obtain. However, we are of the opinion that 
in the case of coeliac disease and idiopathic steatorrhoea 
the most satisfactory and accurate method of calculating 
the average annual incidence of each of these conditions, 
based on certification for priority rations, would be to rely 
on the average incidence of the three-year period 1946-8. 
On this basis the average annual incidence of coeliac disease 
was 117 cases, or one case per 135,000 of the population 
below the age of 15 years. Similarly, for idiopathic 
steatorrhoea the average incidence was 44 cases a year 
—that is, one per 700,000 of the population over 15 years 
of age. 

Not only is the above considered an accurate assessment 
of the average annual incidence of cases applying for 
priority rations, but. it is our belief that the figures prob- 
ably approximate to the true annual incidence of these 
syndromes. This view is based on the assumption that, 
since no material change in priority or general rationing 
occurred during the years 1946-8, it would be reasonable 
to assume that almost all the cases of coeliac disease and 
idiopathic steatorrhoea applying for priority rations within 
that period were in fact new cases. 

The annual variation in the number of cases of tropical 
sprue is undoubtedly a result of varying war conditions. 
The majority of these patients are ex-Service personnel, 
and the figures correspond to the variation in the number 
of personnel in the “sprue zone,” at the termination of 
the war, and to the number invalided home. 


Incidence of the Sprue Syndrome in Scotland 


It was possible to obtain separate figures for Scotland 
(see Table III). This was interesting for several reasons. 
First, one could compare the figures with those of England 
and Wales. Tables II and II] show that in Scotland, as in 
England and Wales, coeliac disease is the most common 
type of the syndrome, being followed by tropical sprue and 
idiopathic steatorrhoea. The annual variation in Scotland, 
especially the rise in coeliac disease in 1944 and in tropical 
sprue in 1945-6, is almost identical with that shown in 
England and Wales. Also, the fall in 1947 and the rise in 
the number of cases in 1948 are similar. It is suggested 
that the factors affecting the figures for England and Wales 
operated also in Scotland. 

The average annual incidence of cases of coeliac disease 
and idiopathic steatorrhoea in Scotland, based on certifica- 
tion for priority rations and on the three-year period 1946-8, 
is shown in Table III. It will be seen that 25 new cases 
of coeliac disease occur yearly, equivalent to one case per 
45,000 of the population under the age of 15 years. In 
addition, there are 8 cases of idiopathic steatorrhoea, or 
one case per 470,000 of population over the age of 15. In 
comparison with the figures for England and Wales the 
incidence is higher. No satisfactory explanation for this 
is available, unless the rise be related to the interest in this 
syndrome taken by two large teaching centres in Scotland. 
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TaBLE IVY.—Regional Incidence of Sprue Syndrome in Scotland, 
1943-8 

















: : Tropical | Idiopathic | Coeliac Rate per 
Region | Population | “sprue |Steatorrhoea| Disease | 1°! | Million 
East ye 711,067 5 6 15 26 36°5 
West... 2,871,013 22 21 160 203 70-7 
North .. 687,812 8 5 5 18 26-2 
South-east 819,678 25 20 26 71 86°6 











It was also possible to arrive at the regional distribu- 
tion of cases of the sprue syndrome in Scotland (see 
Table IV), and it is interesting to note the variation from 
one region to another. The incidence, based on the rate 
per million of population, appears to be notably higher in 
the West and South-east regions. This may be related to 
the presence of clinical and research centres which have 
special interest in the syndrome in these regions—namely, 
Edinburgh in the South-east region and Glasgow in the 
West. The large number of cases of coeliac disease in the 
Glasgow region is especially noteworthy and is out of 
proportion to the incidence of the disease in other regions. 
This finding could be explained either by the presence of 
a long-established and well-organized special clinic for cases 
of coeliac disease in Glasgow or, alternatively, to a true 
increased incidence of the disease in the West of Scotland 
due to certain social or other environmental factors which 
tend to precipitate the condition. Similarly, the relatively 
high numbers of cases of idiopathic steatorrhoea recorded 
in the South-east region may be due to the interest taken 
by the Department of Medicine of the University of Edin- 
burgh in blood diseases in general and the sprue syndrome 
in particular. 

We were informed by the Ministry of Food that the 
high figures for the West and South-east regions could 
not be due to the reference of patients outside these 
regions, for they would still obtain their ‘priority rations 
through their own regional food office. 


Steatorrhoea (in England and Wales, 1943-8) Due to 
Causes Other than the Sprue Syndrome 


Table V demonstrates the wide variety of. conditions 
which may be associated with steatorrhoea. The actual 
number of each type is almost certainly on the low side, 
probably owing to the failure of doctors to realize that 


TaBLE V.—Steatorrhoea (in England and Wales, 1943-8) Due to 
Causes Other than the Sprue Syndrome 
Due to lacteal obstruction (tuberculous abdomen 5, Hodgkin’s 


2 
disease 2. unclassified 1) , 8 
2. Chronic pancreatitis ne és ne - ii ke Rie 13 
3. Following resection of small gut or short-circuiting operations 12 
4. Due to regional) ileitis A aa in ay as Vy 5 
5. Due to subacute intestinal obstruction (? cause) 2 
6. Due to gastro-colic fistula Fut “i es 2 
o» » gastro-ileal fistula 1 
+» » tHeo-colic fistula . 1 
7. After partial gastrectomy acs ‘a 1 
8. Due to carcinoma of pancreas .. os ‘a ae 3 
9. Due to pancreatic cyst obstructing pancreatic duct .. 1 
10. Due to fibrocystic disease of pancreas .. Mp ne 9 
58 
Cases due to sprue syndrome . 1,726 
.. 1,784 


Totai cases of steatorrhoea, 1943-8 


Nore.—Several more cases due to causes other than the sprue syndrome have 
been received recently and must be added to this list (October, 1948-9). More- 
over, certain cases classitied originally as idiopathic steatorrhoéa have now been 
diagnosed as being due to tuberculous a and reticulosis. (Note by 
Professor Davidson, December 1, 1949.) 


priority rations were available to. cases of steatorrhoea 
irrespective of their cause. Moreover, we have recently 
received information that certain cases classified origin- 
ally as idiopathic steatorrhoea have now been correctly 
diagnosed as due to abdominal tuberculosis, Hodgkin's 


disease, etc. 


Sex Incidence of Coeliac Disease and Idiopathic 
Steatorrhoea 
An ideal opportunity arose of checking the sex incidence 
of these diseases. It will be seen in Table VI that, of 1,077 
cases of coeliac disease, 517 occurred in males and 560 in 


TaBLE VI.—Sex Incidence of Coeliac Disease and Idiopathic 











Steatorrhoea 
Population Rate per 

‘ | a at Risk | Million | Ratio 
Males with coeliac disease 517 7,479,000 69-1 1:14 
Females with coeliac disease 560 7,192,000 77-7 *. 
Males’ with idiopathic 

Steatorrhoea... a5 103 12,896,000 8 
Females with idiopathic 1: 1-2 

steatorrhoea oa ah 142 14,611,000 9-7 











females. The ratio of females to males following correction 
due to variation in the male and female population is 1.1 
to 1, which shows that the disease affects both sexes evenly. 

Similarly, the female-male ratio in idiopathic steatorrhoea 
is 1.2 to 1, which again denotes equal sex incidence. 


Some Notes on the Incidence of the Sprue Syndrome 
in the Royal Air Force and the Army 

Complete statistics of the incidence of the sprue syndrome 
in all the three Services of the armed Forces could not 
be obtained. 

Table VII shows that only a small proportion (approxi- 
mately 5%) of the R.A.F. patients admitted to hospital 
with symptoms of the syndrome were invalided. It also 


TaBLe VII.—Incidence of Sprue in the R.A.F., 1942-6 














Cases No No No. of oa 1,000 
Year sr ~ yes oof ' —, —— hig se th bs _. 
Hospital nvalide to Duty Zone” A pee _~" 
1942 . 18 a= -- 6 30,317 0-6 
1943 . 161 1 2 57 82,643 2-0 
1944 .. 489 1 11 470 93,219 5-2 
1945 .. 401 — 21 440 126,846 3-2 
1946 . 158 _ 26 180 | | Unknown 
1947 .. Unknown 
Total | 1,227 2 | 60 1,153 y 




















Norte.—The deaths. invalidings, or cases returned to duty do not i 
relate to cases admitted during that particular year: they may be derived in part 
from cases admitted in the previous year. Twelve cases were remaining in 
hospital on December 31, 1946. 


shows that the annual variation in the incidence in R.A-F. 
personnel is probably due to several factors, including varia- 
tion in the number of personnel in the Far East at any 
particular period, depending on the war situation, the end 
of hostilities, and the return of troops to this country. The 
highest incidence is found in 1944 (5.2 per 1,000), and the 
fall in 1945 is presumably due to the end of hostilities and 
movement of troops away from the sprue zones to areas 
where sprue is not prevalent. 

The figures in Table VIII relating to the number of 
cases discharged from the British Army with the sprue 
syndrome refer to British Army personnel discharged with 
sprue contracted in any theatre of war. Table [IX shows 
the incidence of sprue in the Indian Army. It is of interest 
to note that the incidence was consistently higher in Army 


officers than in other ranks. 


TaBLe VIII.—Discharges from the Army Due to the Sprue Syndrome 




















1943 | 1944 | 1945 | 1946 | 1947 | Total 
Tropical sprue oh 6 49 196 73 18 342 
Idiopathic steatorrhoea! 8 5 10 5 2 3 
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Taste [X.—incidence of Sprue in the Indian Army 

















British Troops Indian Troops 
Officers O.R.s Officers O.R.s 
Rates Rates Rates Rates 
Cases per | Cases per | Cases per Cases per 
1,000 1,000 1,000 1,000 
1939 1 0-5 8 0-2 1 0-4 4 0-0 
1940 oa 2 10 3 0-1 4 1-0 3 0-0 
1941 am 1 0-3 8 0-2 8 1-3 21 0-1 
1942 ra 6 10 16 12 0-2 9 0-8 19 0-0 
1943 ai 14 1-4 30 0-3 15 1-1 53 0-1 
1944 94 36 26 147 1-2 16 1-0 210 02 
1945 ¥ 27 1-4 96 0-7 7 0-4 190 0-2 


























It is obvious that the prognosis of tropical sprue as 
it occurred among Service personnel in the 1939-45 war 
was extremely good. Not only was the number finally 
invalided to Great Britain small in comparison with the 
total number affected, but a considerable proportion of 
those invalided from the East must have recovered in 
Service hospitals in Great Britain. Thus we have been 
informed that approximately 1,073 Army patients with 
tropical sprue were invalided to Great Britain between 
February, 1943, and February, 1946. Table I shows that 
341 civilian cases of tropical sprue were receiving priority 
rations in Great Britain during this period. The good 
prognosis in tropical sprue is further indicated by the small 
residue of civilian cases receiving priority rations in 1947 
and 1948—namely, 34 and 28 respectively. 


Relationship of Idiopathic Steatorrhoea to Coeliac Disease 


It is well known that coeliac disease continues into adult 
life in some cases. It is also recognized that some cases 
of idiopathic steatorrhoea have a history of alimentary dis- 
orders suggestive of coeliac disease, whilst others show evi- 
dence of faulty growth and skeletal deformities suggestive 
of malabsorption in infancy and early childhood. 

With the large number of cases of idiopathic steatorrhoea 
at our disposal we had a first-class opportunity of investi- 
gating the relationship of idiopathic steatorrhoea to its 
juvenile counterpart, coeliac disease—an opportunity made 
possible, however, only through the. co-operation of many 
general practitioners, to whom we are most grateful. 

The accompanying questionary was sent to a random 
sample of 100 family doctors in charge of cases of idio- 
pathic steatorrhoea receiving priority rations. For control 
purposes 100 normal persons over the age of 15 were asked 
the samie questions. The results of this investigation are 
shown in Table X. It will be noted that 34% of the 
patients with idiopathic steatorrhoea were either proved 
cases of coeliac disease in childhood or had a history of 
alimentary disorders in childhood, while in only three of 
the controls was there any indication of malabsorption or 
intestinal disease. 

It should be stated here that the evidence of an alimen- 
tary disorder in childhood and other symptoms had to point 
strongly towards a missed, abortive, or mild case of coeliac 
disease, otherwise it was counted as “ negative.” We con- 
sider that the total figure (34%) may be on the low side, 


Taste X.—Relationship of Idiopathic Steatorrhoea and Coeliac 
Disease 





| 
| Evidence of 








Cases of Proved : No Evidence 
Coeliac Disease | Alimentity Disoracr | of Coeliac 
in Childhood in Childhood Disease 
100 cases of idiopathic 
steatorrhoea 29 5 29 66 
100 controls .. | —_ 3* 97 














* Two had had rickets in childhood and one had chronic diarrhoea. 


QUESTIONARY 
MINISTRY OF FOOD 


Lothian House, 
Lothian Road, 
Edinburgh, 3. 
Dear 

The existence of food rationing in the United Kingdom since 
1940 has given the Food Rationing (Special Diets) Advisory 
Committee of the Medical Research Council a unique oppor- 
tunity of investigating certain diseases. One of these diseases 
which is of particular interest is the sprue syndrome. 

With regard to your patient .................cccseeesececee eens for 
whom you requested special rations on account of idiopathic 
INS Gi das ice Sidcas oseceddduscnsiakhage this committee is 
interested to know whether or not the patient had any symptoms 
suggestive of coeliac disease during childhood and whether 
there is a possibility of a genetic factor being present in this 
condition. In this respect the committee would be greatly 
obliged if you would supply the following information : 

A. 

(i) Whether the patient was a proven case of coeliac disease 

during childhood. 

(ii) Whether the patient was ever in hospital during childhood 
for the treatment of intestinal disease, and, if possible, 
the nature of the disease. 

(iii) Whether any digestive disturbances including chronic 
diarrhoea, abdominal distension, or flatulence occurred 
during childhood. 

(iv) Whether there was any retardation of growth or general 
development during childhood. 

B. Has any relative of the patient suffered from : 

(i) Steatorrhoea. 

(ii) Continuous or intermittent diarrhoea of unknown origin, 
with or without other symptoms of the sprue syndrome 
—e.g., dyspepsia, intestinal flatulertce. 

(iii) If the answer to question (i) or (ii) is in the affirmative, 
would you please state the relation to the patient 
(whether father, brother, uncle, etc.). 

We are making this request purely as part of a scientific 
investigation which has no connexion with the usual certification 
which is required for extra rations for your patient. 

In replying will you be so kind as to use the enclosed franked 
label. 

Yours sincerely, 


L. S. P. DavipDson, 
Professor of Medicine, University of Edinburgh. 





since. it is based solely on information obtained by the 
questioning of patients. Physical examination might have 
revealed abnormalities of the skeleton or growth suggestive 
of malabsorption in childhood which would have further 
increased the figure. ; 

Another interesting point, on which we hope to throw 
light in the future, is the answer to the vexed question, 
““What happens to childrén with coeliac disease?” We 
propose to keep in touch with the practitioners in charge 
of cases of coeliac disease receiving priority rations and 
thus obtain an answer to this question in two or three 
years’ time, when many of these children will have reached 
adolescent or adult life. 


A Genetic Factor in the Sprue Syndrome 
It was noticed, during a previous study (Davidson, 
Girdwood, and Innes, 1947) and in the present investiga- 
tion, that in several instances more than one person in the 
same family suffered from one or other type of the sprue 
syndrome—for example, in one family four siblings had 
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idiopathic steatorrhoea. They were young adults of dif- 
ferent age and of both sexes (two female and two male), 
and all had faulty fat absorption as shown by the fat-balance 
test. Other cases gave a history suggestive of a hereditary 
element. Thus a man aged 62 who had suffered from 
steatorrhoea all his life, starting with coeliac disease in 
infancy, had a father and sister with “ chronic diarrhoea.” 

Bearing the above cases in mind, we investigated the 
possibility that a genetic factor was of aetiological impor- 
tance in the sprue syndrome. Our method of investigation 
was similar to that used previously when inquiring into 
the relationship of idiopathic steatorrhoea to coeliac disease. 

In the first instance the records of approximately 200 
cases of coeliac disease were selected and the appropriate 
questionary was sent to the family doctor in charge of the 
patient. Up to date 130 replies have been received (see 
Table XI). It will be seen that 9.2% gave a history of 
steatorrhoea in some members of the family—in most cases 
it was a brother or sister with coeliac disease—whilst 3.8% 
had relatives who gave a history of a condition highly 
suggestive of one or other type of the sprue syndrome. 

Similarly, a questionary was sent to family practitioners 
in charge of cases of idiopathic steatorrhoea. In a signifi- 
cant percentage (10.6) of the 75 replies received relatives 
had definite steatorrhoea or symptoms suggestive of such 
(see Table XI). 














TaBLe XI 
Relative with 
No. of Relative with | Symptoms of 
Cases Steatorrhoea | Mala tion 
Syndrome 
Coeliac disease he od 130 12 (9:2% 5 (3-89 
Idiopathic steatorrhoea us 75 3 (49 5 (66 








In both instances the figures as they stand suggest that 
a genetic factor is involved—probably a recessive gene 


yielding a diathesis. It should be pointed out, however, | 


that the familial incidence might be related to environ- 
mental factors operating on the family. In 8 out of 12 
cases of coeliac disease a brother and a sister were affected. 
In order to exclude an environmental factor it would be 
necessary to inquire closely into the history of the syndrome 
in more distant relatives. We consider, however, that 
enough information of importance has been collected to 
warrant a thorough study of the possibility that the syn- 
drome is conditioned by a genetic factor which may 
be accentuated and brought to light by a variety of 
predisposing environmental agents. 

Inquiry from several of our colleagues interested in 
the sprue syndrome has elicited the information that they 
also had families with more than two members suffering 
from steatorrhoea. Thus, Professor Graham, of Glasgow, 
has given us six family histories in which two or more 
members of the family suffered from the sprue syndrome. 
Two similar family histories have come to our notice in 
Edinburgh and one in Leeds. 


Summary and Conclusions 

The unique opportunity afforded by priority food rationing 
has enabled us to study certain features of clinical interest 
in 2,044 cases of the sprue syndrome, consisting of 1,303 cases 
of coeliac disease, 403 cases of tropical sprue, 311 cases of 
idiopathic steatorrhoea, and 27 unclassified cases. 

Evidence is produced to suggest that the average number of 
new cases of coeliac disease and idiopathic steatorrhoea deve- 
loping annually in Great Britain is approximately 117 and 44 
respectively. In both diseases males and females are equally 
affected, and in 34% of cases of idiopathic steatorrhoea a history 


was obtained which suggested that the disease started in 
childhood. 
Information obtained from the Army and the R.A.F. in 


regard to the incidence of tropical sprue, and discharges from 


the Services related thereto, clearly shows that the prognosis 
of tropical sprue as it affected personnel in the 1939-45 war 
was extremely good. 

Lastly, records were obtained of a number of families in 
whom two or more relatives were affected with idiopathic 
steatorrhoea cr coeliac disease, a finding which suggests that a 
genetic element may be of great importance in the aetiology of 
the syndrome. The problem of the aetiology of the sprue 
syndrome, with especial regard to the genetic factor, will be 
dealt with in a subsequent communication. 


We wish to express our thanks to the Ministry of Food and to the 
Food Rationing (Special Diets) Advisory Committee of the M.R.C. 
for permission to undertake this investigation; to various officials 
of the Ministry of Food in London and Edinburgh, and in particular 
to Miss Hollingsworth, for the large amount of work undertaken in 
collecting and classifying food priority certificates; to the Directors- 
General of the R.A.M.C., R.A.F., and the Indian Army Medical 
Services for permission to publish the data relating to Service 
personnel; to Major R. B. Stalbow, R.A.M.C., and Wing Com- 
mander G. Williams, R.A.F., who were mainly responsible for 
providing us with the requisite information regarding Service 
personnel published in this paper; and to many general practitioners 
in charge of cases of the sprue syndrome who assisted us in our 
inquiry into the relationship of coeliac disease to idiopathic 
steatorrhoea and’ the family incidence of the sprue syndrome. 
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STEATORRHOEA IN A FAMILY 


BY 


C. W. BARTLEY, M.D., M.R.C.P. 
Medical First Assistant, the London Hospital 


Steatorrhoea is not a very uncommon disorder, and has 
been recognized for many years. Garrod and Hurtley 
(1913) quote Tulpius in the seventeenth century as being 
one of the first to describe fatty stools, and credit the 
earliest use of the term “ steatorrhoea” to Kunzmann in 
1824, while Gull (1855) described it in association with 
diseased mesenteric glands. Gee in 1888 published his 
classical monograph On the Coeliac Affection, and subse- 
quently there have been many papers describing the clinical 
picture of steatorrhoea in both children and adults. 

In his monograph Gee remarked that “ naked-eye exam- 
inations of dead bodies throw no light upon the nature 
of the coeliac affection,” and it is still true that in the great 
majority of patients dying from steatorrhoea little informa- 
tion about the fundamental pathology can be obtained at 
necropsy. Such cases occurring in adults have been called 
idiopathic steatorrhoea, and Bennett, Hunter, and Vaughan 
(1932) have indicated that in many of these cases the onset 
could be traced back to childhood or adolescence, and 


‘they expressed the view that coeliac disease and idiopathic 


steatorrhoea were variants only of the same disease. In 
neither of these two conditions has a familial incidence 
been noted. 

In only a small number of patients with steatorrhoea is 
any underlying disorder of structure discovered. Cases 
have been described from time to time associated with 
chronic relapsing pancreatitis (Dornberger et al., 1948): 
Other cases have shown involvement of the mesenteric 


lymphatics and small intestines by new growth (Fairley 
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and Mackie, 1937), by tuberculosis (Hurst et al., 1942), and 
by lipophagia granulomatosis (Apperly and Copley, 1943). 
Increased fat content of the stool has also been observed 
in cases of gastro-colic fistula and in other acquired 
abnormalities of the gut (Brown, 1949). No familial 
incidence has been recorded in any of these conditions. 

There remains, however, a small group of patients with 
steatorrhoea in whom necropsy has revealed a specific 
fibrosis of the pancreas with cystic dilatation of the acini. 
These changes were first described by Landsteiner in 1905, 
and were subsequently reported in association with coeliac 
disease by Passini (1919), Parmelee (1935), and others. 

In 1938 Blackfan and May described 35 well-defined 
examples of this cystic fibrosis of the pancreas in a series 
of 2,800 routine necropsies on children. The lungs showed 
bronchiectasis and terminal bronchopneumonia in all. 
Five of them had died shortly after birth ; others had pre- 
sented a clinical picture of failure to thrive, with frequent 
attacks of diarrhoea and repeated pulmonary infections ; 
while seven had presented as coeliac disease and later had 
developed chronic pulmonary infection. Blackfan and 
May also described 200 cases in the.same series in which 
smaller degfees of cystic fibrosis of the pancreas were found 
in children dying of some other disease. 

In the same year, Andersen (1938) reviewed 49 cases of 
this condition, which she called fibrocystic disease of the 
pancreas, Of these, 22 were fresh examples, 20 of them 
being her own cases. This last group represented 3.3% of 
a total of 605 examinations of the pancreas obtained from 
1,000 routine necropsies at a children’s hospital. She 
estimated that in every one of her cases 90% or more of 
the pancreas was involved by the fibrosis. She referred 
to a further 21 cases encountered in these 605 examina- 
tions in which she estimated that between 20% and 90% 
of the pancreas was involved. Of this group, only three 
cases presented clinical signs of the disease, the others 
dying from other conditions. Finally, she described a 
group of 69 cases in which a few cysts and minimal fibrosis 
were observed. None of these were affected clinically. 

The clinical manifestations of the disease fell into three 
groups: (1) cases of meconium ileus ; (2) cases dying of 
pulmonary infection before the age of six months; and 
(3) cases presenting with steatorrhoea, later developing 
bronchiectasis and dying of bronchopneumonia before the 
age of 144 years. By way of comparison she referred to 
11 patients with coeliac disease encountered in the same 
series, of whom none died of pulmonary disease. 

In this and subsequent series it has appeared that the 
pulmonary infection is characteristic of the disease. Farber 
(1946) considered that the disease affected all mucus- 
secreting glands, and the loss of normal mucus from the 
bronchial epithelium accounted for the particular suscepti- 
bility to infection. For this reason the mortality is high, 
and no case has been recorded as living after the age of 
144 years (Matheson, 1949). 

A second characteristic of fibrocystic disease of the 
pancreas is its strong familial incidence. Blackfan and 
May remarked upon it in their original paper, and Ander- 
sen and Hodges (1946) reviewed 20 families affected by 
the disease and suggested that it might be inherited as a 
recessive trait. More recently, Matheson (1949) concluded 
that it might even be inherited as an incomplete dominant. 
This incidence contrasts strongly with the surprising lack 
of case reports of idiopathic steatorrhoea occurring in 
families. 

A third characteristic of the disease which is of use 
in the clinical diagnosis is the very low concentration or 


absence of trypsin in the duodenal juice of affected children. 
Andersen (1942), using the viscosimetric method of assay- 
ing trypsin, found that unaffected children, including cases 
of coeliac disease, gave a concentration of over 100 units 
per ml., whereas in 15 cases of fibrocystic disease of the 
pancreas diagnosed clinically or confirmed at necropsy 
the reading was never higher than 10 units, and in the 
majority of cases trypsin was absent entirely. 


Present Investigation 


Below is described a group of five cases of steatorrhoea 
occurring in the same family (see Diagram), with a brief 
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Diagram showing the relationship of the various members of the family. 
affected are shown in black. 


Those 


discussion of the possible aetiology. The affected members 
included the father, aged 48, his eldest daughter, aged 22, 
and three younger children. In each case, apart from the 
purely clinical and routine laboratory investigations, the 
diagnosis has been confirmed with a three-day fat-balance 
test as suggested by Cooke ef al. (1946). In Cases 1 and 2 
the test diet contained 50 g. of fat a day, and in the other 
three 30 g. of fat. The test period began with a saline 
enema which was discarded, and ended with a saline enema 
which was collected. 

The lower limit of normal has been estimated as 91% 


, absorption, the normal range being 95% + 4%. In each 


case, to exclude any anatomical abnormality, a barium 
meal and follow-through was carried out. A _ routine 
glucose-tolerance test was also performed. For this the 
fasting blood sugar was estimated, and blood-sugar levels 
were determined at three-quarters of an hour and at two 
hours after the ingestion of 50 g. of glucose. Finally, in 
every case an attempt was made to obtain a specimen of 
pancreatic juice by duodenal intubation. This was per- 
formed under radiological control. Any fluid so obtained 
was assayed for trypsin by the casein digestion method 
(Bray, 1946), the normal range being 25 to 50 units of 


trypsin per ml. 
Case 1 


The father of the family, a lorry driver aged 48, had always 
been rather small and under-weight. Between the ages of 14 
and 46 he had suffered from recurrent attacks of carpo-pedal 
spasm, usually in the winter. At the age of 28 he had 
developed dyspepsia, and at 38 the presence of a duodenal 
ulcer had been proved radiologically. His bowels have always 
been opened regularly twice a day, the stools being large, pale, 
and often putty-like. 

On examination he was seen to be thin but not wasted. 
There was pigmentation of the face, neck, and hands. His 
height was 5 ft. 4 in. (162.5 cm.) and weight 109 Ib. (49.4 kg.). 
The tongue was completely bald and magenta-coloured, and 
there was angular stomatitis. The abdomen was not distended, 
but there was slight epigastric tenderness, and the liver was 
palpable three fingerbreadths below the costal margin. The 
heart, lungs, and central nervous system were normal. No 
tetany was elicited; but there was slight genu varum. 
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Investigations —Blood count: Hb, 102% ; white cells, 6,700, 
with a normal differential count. Fractional test meal: normal 
curve. Plasma proteins: total, 6.6 g.% (albumin 4.2 g., globu- 
lin 2.4 g.); all flocculation tests were negative. Serum calcium, 
9.5 mg. per 100 ml.; serum phosphorus, 4.5 mg. per 100 ml. 
Alkaline phosphatase, 6 units. (King-Armstrong). A radio- 
graph of the chest was normal, and a barium meal and follow- 
through, apart from showing a scarred duodenal cap, was 
normal. A radiograph of the long bones revealed slight 
osteoporosis. Glucose-tolerance curve: fasting level, 87 mg. 
per 100 ml.; at } hour, 118 mg.; at 2 hours, 143 mg. Three- 
day fat-balance test: 85% absorption. Duodenal aspiration 
failed owing to the scarring of the duodenal cap. 

The diagnosis of steatorrhoea was suggested by the history 
of recurrent attacks of tetany and by the appearance of the 
stools. On examination there was evidence of a low-grade 
avitaminosis and a flat glucose-tolerance curve. The barium 
meal revealed scarring of the duodenal cap but no delay in 
emptying. The fat-balance test showed that he was suffering 
from a low-grade failure of fat absorption. 


Case 2 


The eldest daughter, aged 22, had been seen to be pale six 
years previously, and two years later she had begun to lose 
her appetite and had become apathetic. An iron tonic had 
been prescribed by her doctor, and she had taken it regularly 
ever since. Two years ago spooning and brittleness of her 
finger-nails occurred. Her bowels have always been opened 
twice daily, the stools being of normal consistency, although 
occasionally light yellow in colour. Diarrhoea occurred if she 
ate fruit. The catamenia were scanty, but her growth and 
development were normal. 

On examination the skin, physical development, and distri- 
bution of fat were seen to be normal. There was pronounced 
pallor of the mucous membranes and gross koilonychia, but 
no jaundice. The tongue was smooth and atrophic, and there 
was slight angular stomatitis. The abdomen was not distended, 
but the spleen was palpable two fingerbreadths below the costal 
margin. There was a soft, blowing mitral systolic murmur. 
The lungs and central nervous system were normal. 

Investigations.—Blood count: Hb, 41% ; red cells, 4,000,000 : 
C.1., 0.52 ; M.C.V., 72 »’, with anisocytosis, poikilocytosis, and 
slight polychromasia ; reticulocytes, 0.8% ; white cells, 6,900, 
with a normal differential count. Fractional test meal: normal 
curve. Sternal marrow: normoblastic hyperplasia. Plasma 
proteins: total, 6.4 g.% (albumin 4.3 g., globulin 2.1 g.). Serum 
calcium, 8.5 mg. per 100 ml.; serum phosphorus, 3.8 mg. per 
100 mi. A radiograph of the long bones showed some osteo- 
porosis. X-ray examination of the chest and a barium meal 
and follow-through were normal. Glucose-tolerance curve: 
fasting, 100 mg. per 100 ml.; at } hour, 125 mg.; at two 
hours, 100 mg. Three-day fat-balance test: 74% absorption. 
Duodenal aspiration: 25 units of trypsin per ml. (normal, 
25 to 50 units). 

This case presented as an idiopathic hypochromic anaemia 
which either was iron-resistant or had been inadequately 
treated. A trial course of ferrous sulphate, 15 gr. (1 g.) four 
times a day for three weeks, while in hospital failed to improve 
the condition. It responded later to a coursé of saccharated 
iron administered intravenously. The presence of osteoporosis 
suggested the diagnosis of steatorrhoea, and the fat-balance test 
gave unequivocal confirmation of this in spite of the fairly 
normal appearance of the stool. 


Case 3 


A son aged 144 had recurrent attacks of diarrhoea for nine 
years ; each lasted two to three weeks, during which his bowels 
were opened four times a day, with very bulky clay-coloured 
but inoffensive stools. The attacks were usually precipitated 
by excessive fats in the food. In the last year he has had no 
attacks, but the stools, although formed, have remained rather 
pale and greasy. Except for some “ weakness” he has been 


well. 


On examination he appeared healthy, though rather small 
for his age. His height was 4 ft. 7 in. (140 cm.), and weight 
69 Ib. (31.3 kg.}—normal average height 5 ft. 1 in. (155 cm.), 
weight 108 Ib. (49 kg.). The mucosae were pale, and the genital 
development was prepubertal. Otherwise his heart, lungs, 
abdomen, and central nervous system were normal. 

Investigations.—Blood count: Hb, 67% ; red cells, 5,300,000 ; 
C.L., 0.63 ; M.C.V., 78 «*; white cells normal. Fractional test 
meal: normal curve. Sternal marrow: normoblastic erythro- 
poiesis. Plasma proteins: total, 6.4 g.% (albumin 3.8 g., 
globulin 2.6 g.). Serum calcium, 7.3 mg. per 100 ml.; serum 
phosphorus, 4.3 mg. per 100 ml. Alkaline phosphatase, 12 
units (King-Armstrong). A radiograph of his chest and a 
barium meal and follow-through were normal. Glucose- 
tolerance curve: fasting, 143 mg. per 100 ml.; at 3 hour, 
145 mg.; at two hours, 154 mg. Three-day fat-balance test: 
83% absorption. Duodenal aspiration: no trypsin detected. 

The history of the diarrhoea and the presence of a hype; 
chromic anaemia were suggestive of steatorrhoea, but no othe... 


gross stigmata could be found clinically. His serum calcium ~* - 


was low and the glucose-tolerance curve flat. The fat-balance 
test supplied evidence of moderate failure of fat absorption, 
and confirmed the diagnosis. 


Case 4 


A daughter aged 11 has had continuous diarrhoea for six 
years, her bowels being opened three times a day. The stools 
were of moderate size, and partly formed, but noticeably pale 
and fatty. Her appetite was good, but she was intolerant of 
fats. She has always been very small in stature for her age. 
As an infant she had had two generalized convulsions. 

On examination she appeared infantile. Her height was 
3 ft. 6 in. (107 cm.) and weight 46 Ib. (20.9 kg.}—minimum 
normal height for age is 4 ft. (122 cm.) and minimum weight 
53 lb. (24 kg.). There was wasting of the buttocks, with slight 
genu valgum and bowing of the tibiae, and the fingers were 
clubbed. There was angular stomatitis, and the mucosae were 
pale. The abdomen was distended and tympanitic. The heart 
and lungs were normal. There was a positive Chvostek sign, 
otherwise the central nervous system was normal. 

Investigations.—Blood count: Hb, 43% ; red cells, 5,000,000 ; 
C.L., 0.43; white cells, 5,350—differential count normal. Frac- 
tional test meal: normal curve. Sternal marrow: normoblastic 
erythropoiesis. Plasma proteins: total, 5.5 g.% (albumin 3.6 g., 


* globulin 1.9 g.). Serum calcium, 10 mg. per 100 ml.; serum 


phosphorus, 3.3 mg. per 100 ml. A radiograph of the chest. 
and a barium meal and follow-through were normal. A radio- 
graph of the long bones showed rachitic changes, osteoporosis, 
and retardation of development. Glucose-tolerance curve: 
fasting, 178 mg. per 100 ml.; at } hour, 194 mg.; at two 
hours, 178 mg. Three-day fat-balance test: 74% absorption. 
Duodenal aspiration on two occasions: no trypsin detected. 

On clinical grounds there was no doubt that this child was 
suffering from steatorrhoea. The fat-balance test was used to 
assess the severity of the condition. 


Case 5 


A son aged 9 has had “ diarrhoea ” for four years ; his bowels 
were opened two to four times a day, the stools being formed 
but fatty, clay-coloured, and slightly bulky. He was “upset” 
by fats’ and fruits, and had always been pale, rather listless, and 
underdeveloped, with a protuberant abdomen. His appetite 
was good. Four weeks before admission he developed a rash. 
He had had three or four fits as an infant, and one attack of 
bronchopneumonia. 

On examination his growth was seen to be moderately 
retarded, his height being 3 ft. 7 in. (109 cm.) and his weight 
43 -lb. (19.5 kg.}—normal average height 4 ft. 4 in. (132 cm.) 
and weigh 69 Ib. (31.3 kg.). There was slight wasting of the 
buttocks and bowing of the tibiae. The skin showed patchy, 
red, raised, desquamating lesions between 4 in. and 2 in. (0.6 
and 5 cm.) in diameter over arms and legs and left pinna ; 
with one patch of hyperkeratinization, 3 by 2 in. (7.5 by 5 cm.), 
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on the anterior surface of one shin. There was angular stoma- 
titis, and the abdomen was distended and tympanitic. The 
heart, lungs, and central nervous system were normal. 

Investigations.—Blood count: Hb, 48% ; red cells, 4,900,000 ; 
C.L, 0.5; M.C.V., 70n*; white cells normal. Fractional test 
meal: normal curve. Plasma proteins: total, 6 g.% (albumin 
4.2 g., globulin 1.8 g.). Serum calcium, 8 mg. per 100 ml. ; 
serum phosphorus, 4.8 mg. per 100 ml. ; alkaline phosphatase, 
4 units (King-Armstrong). A radiograph of his chest and a 
barium meal and follow-through were normal. A radiograph 
of his long bones showed delayed ossification. Glucose- 
tolerance curve: fasting, 125 mg.; at } hour, 182 mg.; at two 
hours, 143 mg. Three-day fat-balance test: 86% absorption. 
Duodenal aspiration: no specimen obtained. 

The general impression this child gave was that of a “ near 
coeliac,” as Andersen termed it. The history and general 
appearance suggested steatorrhoea, and there was clinical 

idence of a low-grade avitaminosis, a considerable anaemia, 

d slight hypocalcaemia. Again the fat-balance test helped 
to confirm the diagnosis. 


Discussion 

Attention was at first drawn to this family by the dis- 
covery of anaemia in four of the children. The obvious 
appearance of coeliac disease in one of them, and the sug- 
gestive histories of the others, prompted a more thorough 
investigation. The three-day fat-balance test provided an 
apparently useful and reliable method of confirming the 
diagnosis in every case. 

The aetiology of this familial failure of fat absorption 
seemed somewhat obscure. It is almost axiomatic that 
idiopathic steatorrhoea is not a familial disease.. On the 
other hand, there is a strong familial incidence of fibro- 
cystic disease of the pancreas, and this disorder may present 
as a steatorrhoea indistinguishable from coeliac disease. 
However, in the cases of fibrocystic disease of the pancreas 
which have been described there is no record that any of 
them lived beyond the age of 14} years (Wiglesworth, 
1946 ; Matheson, 1949). Furthermore, pulmonary infec- 
tions have been so constant a finding in this condition 
that Farber (1946) and Bodian (1946) think they are a 
manifestation of the disease process itself, and not merely, 
as Blackfan and May (1938) suggested, a result of dietary 
insufficiency. On the other hand, Andersen (1949) is still 
of this latter opinion, and has stated that, with adequate 
chemotherapy and a correct dietary regime, cases under 
observation have remained free of respiratory infections 
for many years. 

There are further points which seem worthy of con- 
sideration. The original papers of Blackfan and May and 
of Andersen indicated that practically all degrees of involve- 
ment of the pancreas by the fibrocystic changes might 
be encountered pathologically in routine necropsies on 
children. The pathological findings have also suggested 
that it is only when pronounced changes are so encountered 
that clinical features are recognized. In Andersen’s paper 
the degree of pancreatic involvement has been related to 
the number of cases presenting signs. Where it was esti- 
mated that 90% or more of the pancreas was involved 
every case showed clinical features. In the group in which 
between 20% and 90% was involved only three cases out of 
a total of 21 examples manifested the disease. In the final 
group of 69 cases, in which it was estimated that less than 
20% of the pancreas was involved, all the children had died 
from purely incidental causes. It is not unreasonable to 
suppose that other children with a similar degree of minimal 
fibrosis do not die from incidental causes and might survive 
until adult life. In support, Hellerstein (1946) records this 
pathological change as an incidental finding at necropsy 


on an adult. 





It was in an endeavour to discover clinically whether 
there was some impairment of pancreatic function in this 
family that duodenal intubation was attempted in every 
case. In Case 1, in spite of the use of a variety of methods, 
the deformed duodenal cap seemed to present an impass- 
able barrier, and in Case 5 no specimen could be obtained 
owing to lack of co-operation of the patient. In two 
further cases (Nos. 3 and 4) adequate specimens were 
obtained under strict radiological control, but no trypsin 
could be detected in either. These findings might be inter- 
preted as confirming the diagnosis of fibrocystic disease 
of the pancreas in those two cases. From the remaining 
case (No. 2) a specimen was obtained which showed a con- 
centration of trypsin that was just within the lower limit 
of the estimated normal range. This patient had survived 
until the age of 22, and, except for the disturbance of iron 
and fat absorption, was in good health. Therefore it might 
be surmised that the degree of fibrosis of her pancreas was 
only moderate—in which case trypsin might be expected 
to be present in the duodenal juice in moderate quantities. 

In conclusion it seems hardly necessary to emphasize the 
fact that with the evidence available it is impossible to be . 
dogmatic concerning the aetiology of. the steatorrhoea 
occurring in this family. Fibrocystic disease of the pancreas 
seems to be the only condition producing steatorrhoea that 
has a pronounced familial incidence, and there is circum- 
stantial evidence that it may occur in adults. It is suggested 
that the severity of the condition may vary with the extent 
of the pancreatic involvement. 


Summary 

An outline of the development of our knowledge of the 
aetiology of steatorrhoea is presented. 

Reference is made to the finding of :fibrocystic disease of 
the pancreas in children at routine necropsy. Its clinical 
manifestations and its marked familial incidence are noted. 

Five cases of steatorrhoea, including two adult cases, occur- 
ring in one family are described, and the possible aetiology is 
discussed briefly. 


My thanks are due to Dr. K. M. A. Perry, under whose care the 


* patients were admitted to hospital, for his permission to publish the 


case reports, and for his help and encouragement. I also wish 
to thank Dr. J. R. Tasker and Dr. H. C. Hamilton for their invalu- 
able aid throughout, and for much constructive criticism. 
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SUGGESTED MODE OF ACTION OF 

CORTICOTROPHIN IN RHEUMATOID 

ARTHRITIS AND THE ALLERGIC 
STATE 


BY 


H. N. GREEN, M.A., M.D., M.Sc. 
(From the Department of Pathology, University of Sheffield) 


One of the many side-issues early brought to mind by the 
study of shock as the general reaction to tissue injury. 
was the relationship of the shock reaction to all the various 
types of tissue insult which had been reported to ameliorate 
the symptoms of rheumatoid arthritis. With the finding 
that adenosine triphosphate (A.T.P.) was a shock-inducing 
agent (Green, 1943 ; Bielschowsky and Green, 1943) thera- 
peutic trials were early considered but deferred pending 
fuller knowledge of the tolerated dosage in man and 
animals (Stoner and Green, 1945, 1950). 

Preliminary trials in cases of rheumatoid arthritis 
(unpublished) were made in 1945, and one apparently 
dramatic response, though inconclusive, suggested further 
exploration. Meanwhile Lévgren (1945), from a different 
approach, reported favourable results after intramuscular 
and, in some instances, intravenous injections in a large 
series of cases. Studying the cardiovascular changes in 
arthritis cases, Wayne, Goodwin, and Stoner (1949) were 
not satisfied that there was any objective improvement in 
the joint condition of their patients after repeated intra- 
venous doses of A.T.P. Recently Stoner and Green (1950) 
have shown that under defined conditions A.T.P. injection 
causes an almost complete discharge of cortical steroids. 

A rather unexpected link-up has now appeared following 
apparently unrelated studies on the shock reaction. In view 
of the hyperglycaemic state in the early stages of shock 
and Bullough’s (1949) observation that the injection 
of starch or glucose strongly accelerates the rate of skin 
mitosis, the effect of shock on skin mitosis was studied, and 
has been briefly reported (Green and Bullough, 1949) and 
followed by a detailed paper (Green and Bullough, 1950). 
At the very beginning of the general bodily reaction, 
induced by the release of limb tourniquets or the injection 
of A.T.P. into the mouse, mitosis in the skin ceases 
entirely, or is much depressed, for at least 7 hours. 
The injection of glucose, which strongly reinforces the 
existing hyperglycaemia, does not influence this inhibition 
in the slightest. Some facts were given in support of the 
hypothesis that a metabolite or metabolites from the post- 
ischaemic limb, and also injected A.T.P., interfere with 
carbohydrate utilization, possibly indirectly through a hor- 
monal mechanism, and thus prevent mitosis. The anticipated 
hormonal mechanism was via the pituitary-adrenocortical 
route. 

Effect of A.C.T.H. on Skin Mitosis 

This has now been put to the test indirectly by observing 
the effect of A.C.T.H.* on skin mitosis in the mouse under 
precisely similar conditions to those used in the shock 
experiments. Following the subcutaneous injection of 
1 mg. of A.C.T.H., skin mitosist was depressed for several 
hours in a similar way to that observed in post-ischaemic 
shock. A full account of this work will appear later : 
here it is desired only to consider its bearing on the 
mechanism of A.C.T.H. in the allergic state. 


*Using a sample kindly presented by Dr. W. J. Tindall, of 


boratories, Ltd. 
ieee to Mrs. Savigear, of the Cancer Research 


Laboratories, Sheffield, for making the counts. 





_ Pearson et al., 1950). 


The rate of skin mitosis is probably only a reflection of 
mitotic activity in many other tissues (see Bullough, 1948), 
though not necessarily in all, and the well-known effect of 
A.C.T.H. and the 11-oxysteroids in producing lymphopenia 
and involution of lymphoid tissue may therefore be due 
to direct suppression of lymphocyte production rather than 
to accelerated destruction. The same considerations apply 
to the general inhibition of body growth, the eosinopenia, 
the failure of granulation-tissue formation, the inhibition 
of chondro-osteogenesis, etc.—all well-known features of 
A.C.T.H. activity. : 

The immediate depression, or suppression, of mitosis in 
the formative cells from which the lymphocytes and other 
antibody-producing reticulo-endothelial cells are derived 
may in itself depress or abolish the tissue antigen-antibody 
reaction and the resulting allergic inflammatory reaction. 
This would account for (1) the suppression not only of the 
local but also of the general effects of this reaction because 
of the failure of histamine and most probably other by- 
products of the reaction to appear, and (2) the non-specific 
nature of the A.C.T.H.—adrenal-glucocorticoid mechanism, 
for on this basis temporary depression of all allergic-tissue 
reactions, however produced, should result. It would also 
account for the rise in uric acid and nitrogen excretion, for 
on this hypothesis the temporary halt in nucleoprotein 
synthesis should lead to the accumulating purines and 
amino-acids being excreted in excess by the normal paths. 
On this basis also the accelerated glucogenesis following 
A.C.T.H. treatment might in part be explained. The 
hypothesis would also explain the more rapid spread of an 
infected focus in the tissues under the influence of A.C.T.H. 


. or cortisone. t 


The Role of Allergy 


The suggested mode of action of A.C.T.H. in rheumatoid 
arthritis and the other clinical states in which it is active 
does not necessarily imply that any or all of these are in 
fact manifestations of excessive tissue allergy. Since I first 
studied shock experimentally, evidence for the role of 
allergy in rheumatoid arthritis has to me always seemed 
strong, because extensive tissue damage of any kind 
depresses metabolism generally (see Green and Stoner, 
1950), and one might therefore expect a depression of 
antibody formation. The explanation of the therapeutic 
action of heavy metals as a blocking of the reticulo- 
endothelial system, and the occasional favourable results of 
splenectomy, fit in well with this conception. However, 
even if the allergic hypothesis is not correct, the tissue 
lesions still remain, from the pathologist’s standpoint, 
inflammatory in nature, and without cellular proliferation 
they could not appear. Even the proliferation of malignant 
cells is in some instances depressed by A.C.T.H., for there 
are now reports that this treatment induces temporary 
remissions in acute leukaemia (Burchenal ef al., 1950; 
However, Long and Miles (1950) 
have recently given convincing evidence that A.C.T.H. and 
cortisone decrease tuberculin hypersensitivity in the guinea- 
pig. It would therefore not be surprising if a striking 
general as well as local improvement following this treat- 
ment proves to be an indication that a hypersensitive state 
exists. 

While temporary failure of local lesions to appear could 
be accounted for purely on the antimitotic hypothesis, in 
those diseases where a striking general clinical improvement 
also occurs it would be difficult to explain without suppos- 
ing that the general manifestations, including the raised 
blood sedimentation rate, are not induced by by-products 
(including gamma globulins) of the hypersensitive reaction 
in strongly predisposed tissues. In non-allergic bacterial 
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inflammation, in spite of suppression of the local tissue 
reaction, general improvement should not occur, except 
perhaps very fleetingly, but rather the reverse, since spread 
of the local infection would be facilitated. 

An inquiry into the mechanism of mitosis suppression 
by A.C.T.H. forms one part of current investigations into 
the mechanism of shock by the Sheffield team. Observa- 
tions on mitosis in cancer cells under similar conditions 
are also in progress. The changes in carbohydrate meta- 
bolism in shock and their bearing on aspects of A.C.T.H. 
activity, including that reported here, are being made by 
Stoner, Green, and Threlfall, and will, it is hoped, be 
published in the near future. 
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DIET IN THE TREATMENT OF ACUTE 
HEPATITIS 


BY 


0. GERTZEN, Med. Lic. 


(From the Hospital for Communicable Diseases, Stockholm, 
Sweden—Head, Justus Strém, M.D.) 


It has long been thought that the diet for acute hepatitis 
should be rich in carbohydrates and deficient in fat. How- 
ever, a number of experiments on animals (Schifrin, 1932 ; 
Goldschmidt et al., 1939; Miller and Whipple, 1940 ; and 
others) showed that protein protected the liver against 
certain poisons such as arsphenamine and chloroform. It 
was further shown that the effect is principally connected 
with amino-acids of certain CH, and SH groups. Clinical 
investigations have been made by, among others, Darmady 
(1945), who treated 32 hepatitis cases with 150 g. protein 
and 100 g. fats, while a group of 31 cases received 70-90 g. 
protein and 60 g. fats. He found no difference between 
the two groups as regards duration of treatment, time up 
to normal van den Bergh reaction, or accumulation 
of hippuric acid. Beattie (1944) claimed that with a diet 
rich in protein he reduced the time of treatment by one- 
third. Hardwick (1945) gave 180 g. and 50 g. protein 
‘respectively, but found no difference in the results. Addi- 
tion of amino-acids has also been tried (see article by 
J. Strém at p. 1168 of this issue). 

The low-fat diet began to be abandoned a few years ago. 
Hoagland er al. (1946) treated 37 cases with 150 g. fats 
and 150 g. protein, while a control group of 33 cases 
received 50 g. fats and 150 g. protein. The only difference 
was that in the test series the increase in weight started 
earlier and was somewhat greater than in the controls. 
Wilson er al. (1946) gave 51 cases 200 g. fats and 52 control 
cases 70 g. fats, both groups receiving 100 g. protein. He 
found no difference as regards duration of treatment, bili- 


rubinaemia, or bilirubinuria. Reich et al. (1947) observed 
no disadvantages when they included 200 g, of fats in the 
diet. On the other hand, a diet rich in fats has a high 
calorie value and is more appetizing. Fats may be given 
in the form of butter, milk, and cream, which contain 
unsaturated fatty acids : this is thought to have a certain 
significance, as the latter cannot be synthesized from other 
substances. 

There are thus few clinical results available concerning 
diets for the treatment of acute hepatitis, and the objections 
to such results as have been obtained, apart from the fact 
that the series is a small one, are, first, that isocaloric diet 
has not been given, and, secondly, that there has often been 
a variation of more than one factor—for example, both 
fat and protein content. 


Present Investigation 


Since January 1, 1949, three departments of 30-35 
beds each at the Hospital for Communicable Diseases in 
Stockholm have been constantly filled with hepatitis cases. 
Since that date tests have been made with a fat diet in one 
department, a carbohydrate diet in another, and a protein 
diet in the third. Special diet personnel were employed 
in the kitchen purely for these tests. Diets were composed 
in such a way that all the departments received a basic 
diet consisting of 80 g. fats, 80 g. protein, and 320 g. carbo- 
hydrates. Those on a fat diet were given an extra 65 g. 
butter, partly in sauces, etc., with the food and partly on 
bread. The carbohydrate diet consisted of an extra 100 g. 
of ordinary sugar and 100 g. of sweet fruit juice. The sugar 
was usually given in lemon juice. 

To obtain a diet rich in protein proved very difficult, as 
an increase to 200 g. protein in the form of meat, skimmed 
milk, etc., would have considerably altered the basic diet. 
In fact, a greater variation than 10% in the carbohydrate, 
fat, and protein in the basic diet was not permitted. An 
increase to 150 g. has, however, proved possible, and the 
remaining 50 g. has been given in the form of casein— 
25 g. cooked into the food, in porridge, rissoles, etc., and 
25 g. taken as granulated casein orally. The calorie content 
in the different diets is thus about 3,000. Added vitamins 
were given equally in the three series—vitamin A and D 
pills, vitamin B complex as tablets, and vitamin K_ in 
relation to the prothrombin index. 

Obviously, not all patients ate exactly 3,000 calories : 
some ate more, others less. So far as possible, however, 
an attempt was made to maintain the right proportions. In 
spite of the extreme nature of the diets the patients fared 
well on them, and in only two cases on the fat diet 
did light bowel disorders occur for a few days. 

Once all the cases of uncertain diagnosis had been 
eliminated and all those excluded that had been discharged 
after July 1, when the differences in diet ceased, there 
remained in the protein series results of 128 cases, in the 
carbohydrate series 97, and in the fat series 86. (Cases 
discharged after July 1, but which had been on diet at least 
one month previously, were, however, included.) As we 
were overbooked, the next patient on the waiting-list was 
admitted as soon as a bed became free, and, as the fat 
and carbohydrate departments are more modern and have 
a larger number of small rooms, it was unavoidable that 
a certain number of elderly people were put in these, which 
made it impossible to arrange a non-selective test series. 
This occurred to an even greater degree when the material 
was divided into cases of epidemic and post-inoculation 
hepatitis, which was done by means of a special questionary. 
All cases in which inoculation (by blood tests, injections, 
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AGES 


etc.) had not taken place within two to six months before 
sickness were classed as epidemic hepatitis. In order 
to obtain more comparable groups only the cases of epi- 
demic hepatitis have been included. A rough classification 
of age and number of cases is shown in the Chart. 

As will be seen, there is no statistical age difference 
between the various groups. A certain disparity in sexes 
occurs, but in these age groups this is not considered to 
be of any significance. : . 

The patients have remained under treatment up to an 
icterus index of 10 or less (= 10), Meulengracht. In about 
10% of cases, equally divided over the different series (10 
out of 97, 6 out of 54, and 6 out of 56), it has been 
impossible to avoid earlier discharge, generally at an icterus 


index of 11 to 15, and never over 15. All tests were carried 
out at weekly intervals. 

An idea of the severity of the hepatitis can be obtained 
from the maximum value of the icterus index, which was 
as follows in the different groups : 


Prot. 42.5 + 2.99. Inc. on arrival in 11/97 (11.3% 
Carb. -. 67+ 6h. » o ‘6 0 Ieee 
Fats oo “GED & ADE nn. os) ee ps A ee 


That the icterus index is increasing to a higher degree in 
the cases on fat diet does not depend on their having been 
admitted to hospital at an earlier stage. If it is an effect 
of the diet, it does not seem to have influenced the duration 
of bilirubinaemia or to have had a negative effect on the 
course of the illness in other ways. 

In order to judge the effect of the different diets, com- 
parison must be made of duration of treatment, time up to 
Meulengracht = 10 (isolated cases S 15), maximum thymol 
value, and the thymol value at discharge; also the time 
until the urine becomes free of urobilin, bilirubin, and 
bile acids, and the increase of weight from the second week 
to discharge. The values obtained are shown in the 
accompanying Table. 

Nowhere have our statistics shown any definite difference, 
nor even a tendency to such. Even if the children (up to 
14 years) are excluded no statistical difference is obtained. 

The result, so far as these series are concerned, seems 
therefore to be negative. Yet it is positive in so far as it 
shows that protein, carbohydrate, or fat diet, combined 
with a balanced basic diet, has no effect on the course of 
hepatitis. 4 

Summary 

In three parallel series of 97, 56, and 54 cases of acute 
epidemic hepatitis, diets of protein, carbohydrate, and fat, 
respectively, were given combined with a balanced basic diet. 
The calorie content was maintained at about 3,000. No 
statistical difference as regards duration of treatment or the 
time taken for the blood and urine tests to become normal 
has been found. A considerable measure of freedom can 
therefore be observed in the composition of the diet, as an 
excessive increase of protein, fat, or carbohydrate has no effect 
on the course of the illness. 























Protein Diet Fat Diet Carbohydrate Diet 
Sef Mean 2 Mean _ Mean 
Age . a - i All cases 97 22-4 + 1-26 years 54 249 + 2-15 years 56 23-9 + 2-15 years 
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METHIONINE IN THE TREATMENT OF 
ACUTE HEPATITIS 


BY 
JUSTUS STROM, MD. 


(From the Hospital for Communicable Diseases, 
Sweden) 


Stockholm, 


Experimental tests made on animals during the past ten 
years have shown the deleterious effect on the liver and its 


functions caused by insufficiency of protein in the diet. It 


has further been shown that the cause is a qualitative, not 
a quantitative, lack of protein. Liver necrosis and cirrhosis 
occurring in animals can therefore be prevented by giving 
sulphur-containing amino-acids, of which the most 
important is methionine. Damage caused by liver poisoning 
can also be prevented with methionine. 

Even if the actual mechanism by which methionine pro- 
tects the liver is unknown, it is natural to attempt to use it 
therapeutically in cases of acute hepatitis ; for the damage 
to liver cells caused by virus may possibly be reduced, the 
processes of healing be speeded up, or both. The experi- 
ence gaincd from such experiments has so far been insuffi- 
cient and the results are contradictory. Wilson, Pollock, 
and Harris (1945) treated 50 patients with 5 g. of methionine 
daily until the urine had been free from bile pigments for 
five days. Comparing these cases with 50 simultaneous 
control cases, they found “no significant effect on the 
severity or duration of the disease.” Nor did Higgins 
et al. (1945) in their tests on 18 patients, with an equal 
number of control cases, find any effect on the course 
of the disease or the duration of bilirubinaemia or 
bilirubinuria. 

Beattie and Marshall (1944), on the other hand, briefly 
state that good results have been obtained in 450 cases 
of hepatitis and arsphenamine icterus, especially in cases 
of severe illness. They considered the effect “so striking 
as to leave no doubt.” Peters ef al. (1944) found that 
methionine had a definite effect (cited by Iversen, 1946). 
Barclay et al. (1945) claim dramatic results from the use 
of methionine intravenously (10 g. daily) in two cases. 
Eddy (1945) records beneficial results from methionine 
treatment of toxic hepatitis caused by trinitrotoluene and 
carbon tetrachloride. 

Morrison (1947) obtained a considerable improvement 
when treating liver cirrhosis with choline and methionine ; 
and Beams and Endicott (1947) used methionine alone with 
beneficial effects, shown both by biopsy of the liver and 
by tests of liver functions. 


Present Investigation 
The investigation began in October, 1947, and continued 
until the end of December, 1948. Every alternate case 
of acute hepatitis, with the exception of patients under 


10 years of age, was put on methionine treatment (5 g. daily 
for 10 days), the other case serving as a control and — 
receiving dummy tablets. Each series consisted finally of 
125 cases—described as the C. (control) and M. (methionine) 
series. The average age in both was almost exactly identical 
(32.7 + 1.1 and 32.8 + 1.2 years). The diet was the same 
for all patients (about 90 g. protein, 90 g. fat, and 400 g. 
carbohydrate—2,850 calories). 

No attempt was made to divide the material into epidemic 
and inoculation hepatitis. The former is the more com- 
mon in our hospital. (An analysis of the hospital material 
by Gertzén and Strém in 1948 showed that at least 62% 
of the cases, and probably many more, were in the epidemic 
group.) 

The material was tested once a week for the icterus index 
(Meulengracht), thymol and prothrombin content of the 
blood, bilirubin (after Hammarsten), bile acids (Hay), and — 
urobilin (Schlesinger) in the urine. 

With regard to the colour index of the blood it would 
have been more correct to follow the return of the index 
to the value of Meulengracht 10, but, as some patients had 
for various reasons left the hospital earlier, I took a value 
of 15 or less (= 15). Only three patients out of 250 were 
discharged with a higher value, and these are not included 
in the calculations. This fact is of no importance from the 
point of view of the material. 

A calculation was made of the highest icterus index 
and the time in weeks for a return to 3 15. In the same 
way the highest thymol reaction value was calculated, also 
the value at discharge, as the thymol content usually. 
remains high longer than the bilirubinaemia and it has 
therefore been impossible to indicate when normal is 
reached. In the case of prothrombin the lowest value 
was calculated on‘ an index obtained from the second 
week in hospital. It should be noted that all patients 
received vitamin K daily according to schedule. For 
bile pigments, bile acids, and urobilin in the urine | 
have calculated the time in weeks until negative tests 
were obtained. ' 

The figures of different blood reactions in Table I show 
that the M. series had fewer cases in which bilirubinaemia 
increased after admission to hospital and a slightly smaller 

















TaBLe I 
Reaction C. Series M. Series 

Meulengracht: 

Highest value... 46°5+2:9 44-342-9 

Cases i ws after admission ” 20 
mm. t in weeks for decreaseto 3 15 .. 3-3+0-19 2940-17 

ymol: 

Highest value 18-5+0°9 20-0 +1-1 

At discharge 11-5+0°6 116+406 
Prothrombin: 

Lowest value 92-5 +1-4 94-$+41-2 
increase of bilirubinaemia than the C. series. In the C. 


series, also, the time was longer before the icterus index 
decreased to 15 or less. The thymol reaction shows slightly 
higher values in the M. series, but at discharge they were 
the same in both series. The prothrombin index has lower 
values in the C. than in the M. series. However, statistically 
proved differences were not obtained. Data concerning 
the secretion of bile products and their derivatives in the 
urine are shown in Table II. (Here I would point out that, 
because so many cases showed no bilirubin or urobilin 
in the urine, tests were made only once a week.) It will 
be seen that in the M. series more cases were free from 
bile pigments, that the duration of bilirubinuria was also 
somewhat shorter, and that the number of cases positive 
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at the time of discharge was smaller. The circumstances 
are the same with regard to urobilinuria, except that at 
discharge a slightly greater number of cases were positive 
in the M. series. Hay’s test for bile acids showed a slight 


TaBLe II.—Results of Test for Bile Products and Their Derivatives 
in the Uriné 











4 C. Series M. Series 
Reaction 
No. of | No. of | No. of | No. of 
Cases | Weeks | Cases | Weeks 
Hammarsten: 
Neg. whole time in hospital .. Pe 31 42 
Pos. — neg. while in hospital . . sa 85 1-7 a 1-6 
Pos. whole time in hospital ; e 9 6 
Schlesinger : 
Neg. whole time in hospital .. da 12 24 
Pos. —> neg. while in hospital . . A 71 26 53 2-3 
in Pos. whole time in hospital .. 34 42 48 
ay: 
Neg. whole time in hospital .. Ay 16 18 
Pos. — neg. while in hospital . . si 99 1-9 91 2-0 
Pos. whole time in hospital .. oh 10 16 

















tendency to the contrary, with a somewhat longer positive 
reaction in the M. series. There were no significant statistical 
differences in the urine reactions. 

The length of stay in hospital in the control cases was 
27.5 + 1.4 days and in the methionine cases 25.0 + 1.4 days. 

The essential facts obtained from these tests are that 
the cases treated with methionine tend to show a smaller 
increase in bile pigments in the blood and a quicker return 
to normal values, and consequently that the secretion of 
bile pigments and urobilin in the urine also ceases earlier. 
But, compared with the untreated cases, the difference is 
very small, and statistically is not significant. Definite 
effects cannot therefore be claimed for treatment by 
this method. If, however, methionine treatment had 
been given during the whole course of the illness the 
results might probably have been better; but this is 
problematical. 

While these attempts to treat acute hepatitis with 
methionine have not been very encouraging, I certainly 
think that amino-acids should be used in the treatment of 
pre-comatose and comatose cases. Though I am unable to 
present a scientific basis for this op’nion, our experience 
tends to show that a course of amino-acids given intra- 
venously is of value in severe cases. 

Summary 

In experiments on animals several investigators have proved 
that the amino-acid methionine affords excellent protection to 
the liver against damage caused both by toxins and by lack of 
protein in the diet. Attempts to use methionine in the treat- 
ment of acute hepatitis have been made by several authors, 
with contradictory results. 

Methionine treatment was given in 125 slight and semi-severe 
cases of acute hepatitis and an equal number served as control 
cases. The group treated with methionine showed fewer cases 
with increasing bilirubinaemia after admission to hospital, a 
slightly smaller increase in bilirubinaemia, and a somewhat 
quicker return to normal values, as well as an earlier cessation 
of secretion of bilirubin and urobilin in the urine as compared 
with the cases not receiving treatment. Thymol reaction and 
secretion of bile acids showed a more uncertain tendency. The 
prothrombin index decreased slightly more in the untreated 
cases. The differences, however, were small and were not 
proved statistically. 

The investigation shows that a marked effect is scarcely to 
be expected from the use of methionine in the treatment of 
acute hepatitis of average severity. In more severe cases of 
hepatitis, however, clinical experience suggests that amino-acids 
may be of value when given intravenously. 
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THE RATE OF EXCRETION OF A LARGE 
DOSE OF PENICILLIN 


BY 


LAWRENCE P. GARROD, MD., F.R.CP. 


Professor of Bacteriology, University of London; 
Bacteriologist, St. Bartholomew's Hospital 


AND 


R. A. SHOOTER, M.D. 


Lecturer in Bacteriology, St. Bartholomew's Hospital 


For some years past it has been a common practice in this | 
country, although not elsewhere, to administer aqueous 
penicillin in only two daily intramuscular doses. The 
convenience of this system in private patients and hospital 
out-patients needs no emphasis, and the experience of many 
has been that it gives satisfactory therapeutic results, at 
least in certain conditions. -In so far as it is likely to be 
superseded by the administration of slowly absorbed pre- 
parations containing procaine penicillin at even longer 
intervals, its effects will cease to be of interest. There is 
nevertheless some advantage in knowing how long a given 
large dose in water continues to exert an effect, and it 
seemed to us that in one important particular knowledge 
on this subject is incomplete. This is the rate of disappear- 
ance of penicillin from the blood after an intramuscular 
dose of 500,000 units, the largest dose commonly given at 
long intervals. 

Many authors report the results of blood assays at inter- 
vals after various smaller doses, and it is well recognized 
that duration of effect is not directly proportional to the 
dose given. Reports of assays after a dose of 500,000 units 
are few and usually refer to control observations made in 
a small or unstated number of subjects during a study of 
some slowly absorbed preparation. May (1948) gave this 
dose to four subjects at rest in bed, and regards the results 
as indicating that it will be followed by a “ therapeutic 
level” for 12 hours and “complete disappearance” in 
16 hours ; but this conclusion is based on only one positive 
titration after the ninth hour in each of three cases, while 
in the fourth no assay made after the third hour was posi- 
tive, those intermediate between this and the twelfth hour 
having been omitted. 

Miller and Boger (1948) gave 500,000 units at intervals 
of three hours and found the average blood content when 
the next dose was due to be 1.89 units per ml. Wayne et al. 
(1949) gave 600,000 units to three patients, and the blood 
level is shown as near zero at 10 hours. Loewe ef al. (1949) 
state that 500,000 units in saline “ gave no detectable blood 
levels at eight hours or thereafter,” but in an accompanying 
table the level at eight hours is stated as 0.012 unit per ml. 
and nil at 12 and 16 hours. 
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In view of this paucity of information, it seemed worth 
while to follow the effect of this dose in an adequate num- 
ber of subjects. It also seemed advisable to use as accurate 
an assay method as possible, and hence to work with 
volumes which could be more exactly measured than those 
of the various micro-methods in common use. 


Method of Assay 


Venous blood was used for all estimations, the serum 
being separated and the assay carried out within a maxi- 
mum of four hours after its withdrawal. The medium used 
was beef-heart extract peptone broth containing 2% of 
inactivated Group O human blood pre-inoculated with 
approximately 1 part in 25,000 of a 24-hour broth culture 
of a Group A haemolytic streptococcus (strain “ Bromp- 
ton”). This was tubed in I-ml. volumes, and 1 ml. of 
serum was added to the first tube and mixed ; 1 ml. was 
then transferred to the second and so on, to give a series 
of doubled dilutions. After overnight incubation, the result 
could be read at a glance by the presence of haemolysis in 
tubes containing sub-inhibitory concentrations of penicillin. 
A control series was not run with each set of assays, but 
tests with serum containing a known amount of added 
penicillin were made several times during the investigation, 
and always showed the minimum concentration inhibiting 
growth to be 0.01 unit per ml., as in the following test, in 
which doubled dilutions were made from four different 
closely spaced initial concentrations : 


Concentration of Penicillin in Units per ml. 


No Growth Growth 
O1 0-05 0-025 0-0125 0-0062 
0-09 0-045 0-0225 0-0112 0-0056 
0-08 0-04 0-02 0-01 0-005 
0-07 0-035 0-0175 0-0087 0-0043 
0-06 0-03 0-015 0-0075 0-0036 


The minimum amount of penicillin detectable in the blood 
by this method is thus, as exactly as can be measured, 0.02 
unit per ml. 


Conduct'of Tests and Results 


Single intramuscular injections of 500,000 units of 
penicillin in 1 ml. of water were given to 31 adults believed 
to have normal renal function. Ten of these were patients 
in bed and 21 were ambulant volunteers. In two of the 
latter group amorphous yellow penicillin was used : all the 
remainder received crystalline penicillin G. 

Venous blood was withdrawn at intervals after the injec- 
tion of penicillin, and the penicillin content of these samples 
is shown in Fig. 1, in which each point represents a separate 
estimation. In three of the volunteers penicillin was still 
present in the last sample of blood examined—in one case 
at eight hours (0.04 unit per ml.) and in two at nine hours 
(each 0.02 unit per ml.).. By extrapolation of the graphs 
of these cases it may be concluded that, in each, penicillin 

would have been 

03 below the titratable 
g° level at the tenth 
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for the entire series 
is 7.79 hours. 


HOURS AFTER SOOOOO UNITS OF PENICILLIN 
Fic. 1 
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HOURS AFTER SOOOOO UNITS OF PENICILLIN 
Fic. 2 


The results ex- 
pressed as the pro- 
portion of subjects 
in whom at succes- 
sive hours the peni- 
cillin content of the 
blodd had fallen 
below 0.02 unit per 
ml. are shown in 
Fig. 2. From this 
it is evident that 
the rate of elimi- 
nation varied, no 
penicillin being de- 
tectable after six hours in eight subjects, and after seven 
hours in 21, although in a few others it persisted until the 
tenth hour. We cannot account for this variation, although 
it seems more likely to, depend on the rate of absorption 
from the injection site than on the rate of renal elimination. 
Muscular movement might affect this, and the two positive 
assays at the tenth hour were both in bed patients ; but the 
number of the latter is too small to permit conclusions to 
be drawn on this point. 


Discussion 

From these results it seems that a detectable level of 
penicillin in the blood after an intramuscular dose of 
500,000 units in water rarely persists for more than eight 
hours and may last for no more than six or seven hours. 

It is now a common belief that the continuous main- 
tenance of a therapeutic blood level is unnecessary in most 
cases. The best support for this belief is the recent work 
of Eagle and Musselman (1949), who have shown that when 
streptococci, staphylococci, or pneumococci have been 
exposed to penicillin for a limited period survivors require 
from one or two to over four hours (depending on species, 
length of exposure, and penicillin concentration) to resume 
growth. On this basis it is justifiable to add four hours 
to the period for which a large dose is deemed to act, and 
thus to conclude that in treating sensitive infections a dose 
of 500,000 units may be given at 12-hour intervals. 

There is one ground on which a still longer interval may 
be considered permissible. As originally shown by Florey 
et al. (1946) in patients, and recently confirmed experi- 
mentally by Ungar (1950), penicillin can persist in an exu- 
date for some time after it has disappeared from the blood. 
The effect of this factor will evidently depend on the volume 
of exudate formed while the blood level is high, and may 
consequently vary with the nature and stage of development 
of the lesion. The choice of a dosage system must depend 
on this and other considerations, but we venture to express 
the opinion that the administration of even large doses of 
sodium penicillin in water at longer, intervals than 12 hours 
(e.g., 24 hours, which seems to have been a fairly common 
practice) is not fully justified by the information at our 
disposal, and may fail to exert full therapeutic effect. 
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Summary 

Penicillin was assayed in the blood by an accurate and sensi- 
tive method at intervals of 6 to 11 hours after a single intra- 
muscular dose of 500,000 units of sodium penicillin in, water 
in 31 subjects. The mean duration of a blood level of 0:02 unit 
per ml. or more was found to be 7.79 hours, with individual 
variations covering a total range of four-hours. Reasons are 
given for suggesting that the interval between doses of this size 
should preferably not exceed 12 hours. 

We are indebted to a number of colleagues, technicians, and 
students for permitting themselves to be used as experimental sub- 
jects, and to Miss P. M. Waterworth and Miss M. Rhodes for 
technical assistance. ‘ 
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HYPERTRICHOSIS: A REPORT OF 
THREE CASES 


BY 


L. R. BROSTER, D.M., M.Ch., F.R.C.S. 
Surgeon, Charing Cross Hospital 


Hypertrichosis is a fairly common complaint, especially 
in women, and, like the secondary sex characters, usually 
appears after puberty ; but it may occur at any time of 
life. It seldom remains the only symptom for long, and 
becomes linked with alterations in somatic growth, sex 
function, or general metabolism. In children it follows 
the pattern of iso- or hetero-sexual precocity, which may 
be due to hypothalamic tumour or to adrenocortical hyper- 
trophy or tumour. In virilism it may be pronounced, and 


mimic faithfully the male type. The hypertrichosis of. 


Cushing’s syndrome, whether of pituitary or of adrenal 
origin, is more downy. In anorexia nervosa the body is 
covered by fine down: amenorrhoea is invariably present 
and the hair disappears completely on recovery. 

Hair in the male is of a much more stable character. 
The lack of it is generally associated with lesions of the 
testis. Profuse hair in men is occasionally seen in rare 
cases of adrenocortical carcinoma and in other men with 
tender nodules in the epididymides, or small testes, adi- 
posity, and sexual disorders. It may be regarded as a 
type of feminism. 

Danforth (1925) gives an interesting summary of some 
cases of hypertrichosis universalis in which the patients 
(either from birth or soon after) were covered with long 
fine silky hairs of the lanugo type. “The whole face, 
including the upper eyelids and nose, is covered with a 
thick coat of long soft hair. Likewise the pubic and 
axillary hairs are not present in the normal form, but 
replaced by the same * exaggerated lanugo’ that covers 
the rest of the body and limbs.’ These subjects are referred 
to as ‘dog men’ or ‘ape men,’ and several have been ori 
exhibition. When the trait appears it is transmitted as a 
Mendelian dominant. The condition has been variously 
regarded as of ‘ arrested development’ or ‘ atavism’ or due 
to mutations. In some patients the teeth are deficient.” 

Danforth draws attention also to somewhat similar 
patients in whom the hair was coarser and “seems to 
represent an intermediate stage between a generalized 
covering of soft lanugo-like or transitional hair and 
localized hypertrichosis of the terminal hair.” 

The clinical histories only are recorded, and it would 
be interesting to subject patients of this type to detailed 
endocrine investigation. The various grades of hair run 
on closely similar lines to the various grades of inter- 
sexuality and their relation to prepubertal virilism. ) If 
we may regard the adrenal gland as an accessory sex 
organ, then clinically the emphasis is on hair in its hyper- 
trichotic states, and on the lack. of it in deficient states of 
the gonad. 


normal pregnancy, and is the youngest of five boys, the others 
' being normal. ‘So far as is known there is nothing abnormal 
in the family history. At birth he was covered with hair. The 
hair of his scalp extended down to his eyebrows ; that on the 
limbs to his wrists and ankles ; that on his trunk was abundant. 
His weight at birth was 6+ Ib. (2.95 kg.),-and he was breast-fed 
for three months. His lower incisors appeared at 74 months, he 
could stand at 6 months, his epiphysial age corresponded to 
2 to 3 years. He was precocious developmentally and also 
in behaviour. There were no other abnormal physical signs. 
His blood pressure was 130/70 ; his pituitary fossa was normal ; 
his ketosteroid excretion was 1 mg. a day—normal for his age. 

His head was covered by a mop of dark curly hair which 
reached to his eyebrows. The latter were heavy; the hairs of 
the inner half pointed upwards, and those at the outer canthus 
outwards and slightly downwards. The eyelashes were well 
formed and fanned outwards. The face, limbs, and body were 
smothered with fine downy hair of a lighter gingery colour, 
which was longer and denser in certain regions. On the back 
the hair converged upwards towards the occiput and towards the 
spine and then trickled caudally down the midline; over the 
sacrum it gathered and sloped downwards into a Pan-like tail. 
There were no whorls. In the region of the upper arms and 
shoulders the hairs converged in the form of a crest towards 
the line of contour, as if they had been combed both back 
and front in this direction. 

In the mid-clavicular regions this crest passed across the | 
back of the neck in a crescentic manner, like a necklace. This 
might have been due to the sweeping effect of the hairs from 
the back of the head. On the forearms the hairs swept towards 
the olecranon from 
the radial to the ulnar 
border. In front of 
the thighs they parted 
outwards and inwards, 
and behind the thighs 
they ran _ obliquely 
downwards. The nose 
was broad and the 
mouth curiously 
pursed up by a nar- 
row and prominent 
upper lip. _ The big 
toe lay apart from 
the others. 

Sir Arthur Keith 
was interested in the 





















Fic. 1.—Child aged 9 months, showing atavistic hair tracts. 
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illustrations of this patient, and writes: “We look at present evidence does not point to any obvious endocrine cause 
on the relatively nude condition of the human body as due to we must regard the condition as one of dysgenic origin. 
the assumption of the hair distribution, which is present in the | 
late foetal stage of our anthropoidal ancestor. The hair distri- ad 











bution is not unlike that of the chimpanzee in the seventh- Adrenal Type : Case Report 19 
month foetal stage. I suppose the geneticist will explain the This case is presented because hair was the predominant § °° 
condition by cailing it a mutation, as a hark back or a case symptom. A married woman aged 57 was admitted to Charing ha 
of atavism.” Cross Hospital on January 19, 1949 (Fig. 2). She had three | 
Comment mi 
Brandt (1940) gives an interesting account of the pre- ap 
natal development of hair tracts in primates, more especi- rd 
ally in relation to homologous structures of the body. rn 
Of more immediate importance are his observations on ws 
the foetal arrangement in the gorilla and chimpanzee. sk 
The hair tracts of the head start from the eyebrows and he 
sweep over the vertex of the skull in a backward or caudal im 
direction down to the back of the neck, where they turn an 
laterally on both sides and proceed forwards more or less at 
transversely. On the back the hairs continue downwards. 
In both the gorilla and the chimpanzee foetus there is a wi 
parting which starts over the centre of the eyebrows and 15 
runs up the forehead to the vertex of the skull. 7 
Gray (1934-5) noticed a similar arrangement on the . 
forehead in 7% of Australian aborigines. He says: cy 
“ Most of these are symmetrical, consisting of two streams al 
that diverge from the midline as they ascend and then 
sweep laterally to mingle with the main stream flowing ki 
backwards.” This condition conforms to the anthropoid Fic. 2.—Case of hiréuties as a result of adrenocortical carcinoma, | ©! 
before and three months after operation. di 


type, which consists of a parting in combination with the 
primitive mammalian type. 


In the gorilla foetus the arch of the eyebrows cannot 
be separated from the hairs of the scalp. In the lateral 
part of the eyebrows the hairs, instead of running upwards 
on the forehead, are directed outwards and downwards. 
The long lateral hairs of the scalp are continued on to 
the cheeks, sweeping downwards and obliquely forwards. 
On the forearm the hairs sweep obliquely from the radial 
to the ulnar border towards the tip of the olecranon, 
where a tuft or whorl may be present. 


Wood Jones (1934-5) points out how baffling, both to 
Lamarckians and to geneticists alike, is the arrangement 
of hair tracts on the back, where in man they are a 
complete reversal of that found in the mammal. In the 
mammal the mid-dorsal line represents a watershed from 
which the flow of hair diverges towards the flanks, whereas 
man is unique in that the free tips of these hairs are 
convergent and point upwards towards the middle line of 
the spine. Particularly in the axilla and shoulders, the 
hairs slope more towards the occiput than do those of 
the loin. As these hairs reach the mid-vertebral line the 
stream is reversed, and they trickle caudally from the 
nuchal region to form a sacral tuft. In his studies of 
aborigines in Victoria, Wood Jones found this dorsal- 
cephalic trend marked and without exception, and he 


, Was moderate. 


children—a girl aged 24 and two boys aged 20 and 15. She 
passed through a normal menopause, and had been perfectly 
well until eight months ago, when she noticed hair growing on 
her face. It rapidly became worse and extended to her arms, 
but not to her body. 


On admission a large mass which moved on respiration could 
be felt in the right hypochondrium. Her general condition 
was good. A plain radiograph showed a shadow in this region 
with elevation of the diaphragm, and an intravenous pyelogram 
revealed displacement of the right kidney downwards to the 
level of the pelvic. brim, with kinking of the ureter. There was 
no evidence of any secondary deposits ; the pituitary fossa was 
normal; and other investigations were within normal limits, 
except the ketosteroid excretion, which was considerably raised, 
ranging between 300 and 400 mg. a day (normal 7-14 mg.). 


Laparotomy performed on January 21 revealed a huge 
suprarenal tumour on the right side, which was removed 
transabdominally. The tumour weighed 54 Ib. (2.5 kg.). Micro- 
scopical examination confirmed the diagnosis of an adreno- 
cortical carcinoma, and staining with the Ponceau-fuchsin dye 
Following a stormy convalescence, the patient 
made an excellent recovery. After operation the ketostesoid 
excretion fell to 4.8 and 6.4 mg. a day. 

In another young woman, from whom a small adrenal 
adenoma was removed, the facial hair likewise completely dis- 
appeared. Her ketosteroid excretion fell from 62 mg. to 7.9 mg. 





aptly stresses the fact that in this respect man is a mammal a day. te 
with his head where his tail should be. Ovarian Type - 
In the region where the upward dorsal and the down- Post-menopausal hirsutism is a common observation al 

ward cervical streams meet—the area between the scapulae among old women in asylums. It has never been satis- 
—there may or may not be present a whorl arranged in factorily correlated with an ovarian lesion. Arrheno- 0 
either a clockwise or a counterclockwise direction. blastoma of the ovary is a rare tumour which gives rise 4 
Comparing our illustration (Fig: 1) with that of an Austra- ‘° virilism with hirsuties in younger women. Vines drew ¥ 
lian aborigine published by Wood Jones, the dorsal hair -4ttention to the increased number of fuchsin cells in the a 
tracts conform to a similar pattern, with the exception of an Stroma of the ovary at the menopause, and we have found * 
interscapular whorl which is absent in our case. From Olloid carcinoma of the ovary in hens undergoing varying § 
these general descriptions there arise interesting points ¢srees of sex reversal. d 

of comparison, especially of human hair tracts showing The following case is a most striking example of hir- 
As the clinical suties associated with bilateral ovarian tumour. : 


reversions to those found in lower orders. 


’ 
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oie caieill Case Report tion, but she did not alter appreciably after the operation or 
gin, react to her mental outlook; nor did she undergo epilation as 


A married woman aged 70, with two normal daughters, was 
admitted to Three Counties Hospital, Arlesey, on August 10, 
1945, under the care of Dr. F. Mackenzie Shattock and seen in 
consultation with Mr. Clement Shattock. Dr: N. McDiarmid 
has kindly allowed me to use the hospital records. 


Three months previously, in May, 1945, 25 years after the 
menopause, hair began to grow on her face. It became bristly 
and developed into a coarse beard and moustache, and the 
eyebrows became bushy. There were a few coarse hairs on 
the chest, the axillary hair was scanty, and the pubic hair was 
female in distributiom The voice was unusually deep, the hands 
were large, and the breasts were represented by two folds of 
skin. She became morbid, depressed, and deeply conscious of 
her condition, to the point of entertaining delusions. She 
imagined she had a “cow face” or was “ turning into a dog,” 
and that horses kept looking through her window and laughing 
at her. 

On admission her general condition was fairly good. She 
was rational but uncooperative. Her blood pressure was 
150/80 mm. Hg. Apart from a small aneurysm of the right 
common carotid and a palpable right kidney, there were no 
physical signs. The only other interesting feature was a 
white cell count as low as 2,605 (with 66% small lympho- 
cytes) on one occasion, and 4,685 with 71% lymphocytes on 
another. 

An intravenous pyelogram showed depression of the right 
kidney with flattening of the upper calix, suggesting the presence 
of an adrenal tumour; ketosteroid estimations done at three 







redominant 
to Charing 
> had three 








arcinoma, 
different hospitals were within normal limits. Other investiga- 
tions were normal also. : 
5. She The _ photograph 
erfectly (Fig. 3) reveals an 
wing on expression sad yet 
er arms, saintly, and a _ face 
which could hardly 
n could be surpassed as a 
yndition model’ of martyrdom. 
; region Laparotomy, which 
logram I performed with Mr. 
to the Clement Shattock, 
ere was showed adrenal glands 
ssa was within normal limits, 
limits, an enlarged spleen, 
raised, and both ovaries large 
g.). and cystic. As the 
hell pees 7 8 of th ‘ 
mou aries  suggeste 
Micros malignancy they were 
drendll removed. 
in dye The following is the 
satient pathological __ report. 
teroid 2 Large and_= small 
ovaries (6 cm. and 
sual 4 cm. in diameter). 
y dis- Fic. 3.—Case of hirsuties associated with B Ire th multilocular 4 
9 mg bilateral ovarian tumour. with clear yellow fluid 
; in cysts. One con- 
tains a calcified node. The small ovary has a portion of the, 
fimbria tubae attached: slightly thickened oval calcified nodule 
’ removed from right tube near fimbria. Small papilliferous 
ees areas on both ovarian surfaces.” 
al Microscopically, “section of both ovaries shows numerous 
- old follicular cysts of varying size. The ovarian stroma 
rise between them is very fibrous, and there are numerous thick- 
irew walled vessels. One corpus albicans was seen. The papilliferous 
| the area on the surface of one ovary shows fibrous tissue with a 
yund covering of degenerate columnar epithelium. Section of one 
ying end of the Fallopian tubes shows that they are fibrous and 
congested, and the tiny epithelium is somewhat atrophic and 
hir degenerate.” 
The patient recovered satisfactorily. On discharge from hos- 


pital in October, 1946, she gained some insight into her condi- 





one would expect in a case of adrenocortical tumour. 

The patient died in April, 1949, at the age of 74_as a result 
of a second stroke. Her hair growth remained unchanged ; she 
expressed no delusions after leaving hospital, and was less 
worried about her face than about financial matters. 


Discussion 

Although overgrowth of hair may at first be the only 
symptom, it seldom remains so for long. It is usually 
the prelude to secondary clinical manifestations, which 
appear to result from endocrine imbalance. It is difficult 
to assess the genetic determination of hair, but a: few 
observations published elsewhere (Broster et al., 1938) 
suggest an early interchange between genetic and endo- 
crine control. According to our observations on inter- 
sexuality, based on a time-table of foetal endocrine inte- 
gration between the seventh and fifteenth weeks, it would 
seem that the chromosomal phase is completed about the 
end of the ninth week. Before this the gonads can be 
recognized structurally, and after it the adrenal cortex of 
both sexes passes through a male phase and the cells of 
the pituitary gland appear. It seems probable that during 
this time genetic direction may become merged to a greater 
or less extent in endocrine control, at a time when the 
embryo is passing through its most plastic and formative 
stage. Such an assumption would account for the various 
grades of intersexuality where genetic direction has been 
overridden by endocrine control, resulting in the incomplete 
determination of sex. Indeed, some endocrine states seem 
to be latent, and when stimulated later in life by phases 
of physiological stress have the power to burst forth ‘and 
inflict upon their victims monstrous and inhuman changes, 
from which neither age .nor sex is immune. 

An analysis of the three cases under review points to 
many of the problems we have mentioned. 


In the genetic type, although hair was the predominant 
symptom, there were superadded signs of precocious 
somatic development and behaviour. The primary sexual 
characters were normal for the boy’s age. 


In the adrenal type the usual sequence is for hair to 
be followed by alterations in the secondary sex characters. . 
There are also somatie changes and depression of sex 
function. The greater the severity and the earlier the 
onset of the adrenal lesion the more pronounced will 
these changes be. There are sometimes associated psycho- 
logical changes—not surprising in a syndrome which 
affects appearance, libido, and marital relations. More- 
over, by the removal of the adrenal lesion, and by a 
greater or smaller reduction of androgen production, 
amelioration of these changes has been noticed. That 
few of these changes, except overgrowth of hair, were 
present in our patient was due to the late onset of the 


lesion. 

In the ovarian type the position is more obscure. There 
are relatively few secondary sex ,or somatic changes, 
although the general appearance is masculine. The only 
virilizing tumours of the ovary are the rare arrheno- 
blastomas; but correspondence on ovarian hilus cells 
(Shaw and Dastur, 1949a, 1949b ; Shillitoe, 1949), which 
are attributed to Sternberg, suggests that they resemble the 
Leydig cells of the testis, and probably produce androgens 
with consequent masculinization. It is also to be noted 
that cystic degeneration of the ovaries is invariably found 


in the adrenogenital syndrome. 
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ABOLITION OF PYLORIC SPASM BY 
ORALLY ADMINISTERED PROCAINE 
SOLUTIONS 


BY 


G. ROKA, MD. 
AND 


L. G. LAJTHA, M.D.* 
First Medical Hospital, University of Budapest 


In the course of an investigation into the mechanism of 
the pyloric reflex it was found that “ novocain ” (procaine 
B.P.) given by mouth paralysed the pyloric sphincter. The 
technique used was the usual method of screening during 
and after, the administration of barium sulphate suspension 
(“barium meal”). The type of pyloric activity observed 
in the large majority of healthy individuals, and therefore 
accepted as normal, was a slow “worm-like” opening 
and closure. 

The investigation arose out of the observation that often 
when the first portion of contrast medium reached the 
pylorus the sphincter was patent and it passed into the 
duodenum without delay. Whether initially open or closed, 
the sphincter subsequently acted as follows : (1) it remained 
open ; (2) it contracted and relaxed rhythmically in what 
has been called the “ worm-like” movement; or (3) it 
closed abruptly—that is, went into spasm after the initial 
filling of the duodenal cap, and either remained closed 
or reopened only after prolonged deep massage of the 
epigastrium. 

As the subsequent behaviour of the pyloric sphincter 
seemed to be unrelated to its initial state, the problem to be 
solved was, What determines whether the sphincter is 
originally open or closed ? 

We have observed that if the volume of contrast 
medium first entering the stomach is large enough to dis- 
tend the pyloric antrum quickly (which can be achieved 
by inducing the patient to drink the suspension rapidly) the 
sphincter is nearly always found to be open. If, however, 
the barium suspension has been taken some time before 
screening (whatever the speed of swallowing), or if the 
contrast material is drunk slowly during the screening, the 
pylorus is nearly always found closed. The essential point 
of the latter circumstances seems to be the gradual filling 
of the pyloric antrum. 

These facts suggested that the pylorus of an enaty 
normal stomach under physiological conditions is open. 
Therefore, a series of cases was investigated in which it 
might reasonably have been suspected that the pyloric 





*Now at the Radcliffe Infirmary, Oxford. 


sphincter was at first closed—for example, gastric ulcers, 
gastro-enteritis, carcinoma ventriculi, etc. It was noted 
that, even in some of these cases, if the contrast material 
was consumed rapidly it found the sphincter open. In 
these cases, after some barium had passed through, the 
sphincter went into spasm. From observations on several 
hundred cases over the course of almost four years it was 
deduced that under physiological conditions, in an empty 
stomach, the pyloric sphincter is open ; it is closed only by 
some effect upon it of material passing from the stomach— 
whether nutrient or radio-opaque in character. 

Holzknecht and Jonas (1909) have shown that in the 
empty stomach, although the walls of the pylorus are close 
together, the sphincter has a very low tonicity, so that 
material which does not act as a stimulus—for example, 
isotonic fluid at 37° C.—can pass it without hindrance. Hot 
or cold, hypertonic or solid materials cause a closure in 
most cases. This is in accordance with the observations 
mentioned, because the fine suspension of barium at body 
temperature, reaching the antrum at once, does not initiate 
this slow reflex mechanism, which is, however, put into 
action by the contrast material when this is drunk slowly. 

Klee (1920) and Kestner (1924) found that the tonicity 
of the pylorus alters rhythmically and depends always on 
that of the stomach. Wheelon and Thomas (1921, 1922) 
proved with balloon experiments that the tonicity of the 
pylorus corresponds to that of the antrum. This was con- 
firmed by Badrsony and Hortobdgyi (1924). The present 
work seems to confirm the suggestions that contrast material 
causing tonus in the stomach acts also as a stimulus to the 
closing of the pylorus. 

However, there are indications that it is not only. the 
tonicity of the stomach that determines the behaviour of 
the pylorus. As is known from the experiments of Cannon 
(1911), significant changes may occur in the tonicity without 
affecting a constantly closed or constantly open pylorus. 
These observations suggest that the pyloric reflex mechan- 
ism has extragastric components as well. 

Probably the most important of the extragastric com- 
ponents is the autonomic nervous system. The vagus 
fibres end in the cells of the Auerbach plexus. However, 
consistent results are not obtained from their stimulation. 
McCrea and M’Swiney (1928) found that in the hyper- 
motile stomach it initiates movements. It is generally 
accepted that the sympathetic nervous system relaxes and 
the vagus closes the pylorus as suggested by Thomas, Crider, 
and Morgan (1934). 

Beattie and Sheehan (1934) stated that in the tuber 
cinereum there is a stimulating centre, while in the back 
of the hypothalamus an inhibiting centre is found. How- 
ever, after total denervation of the stomach there occurs 
only a short pause in its movements. The vagus- 
compression experiments of Danielopolu et al. (1924) 
demonstrate mixed stimuli because the vagus itself is a 
mixed nerve. 


The theory of the role of acid and base in the pyloric ” 


reflex is to-day regarded as doubtful. Van Liere and Sleeth 
(1940) stated that increase of acidity increased motility, but 
this was denied by other authors (McClure et al., 1920; 
Baird, Campbell, and Hern, 1924; Bdrsony and Egan, 
1925 ; McCann, 1929). 


Experimental Findings 

Statistical data were collected from barium-meal cases 
examined during the period 1940-6. The series consisted 
only of “ norma] ” cases in which the barium-meal examina- 
tion was done chiefly as a control and in which no specific 











ITISH 
L JOURNAL 


‘ic ulcers, 
fas noted 
- material 
pen. In 
bugh, the 
nN several 
rs it Was 
in empty 
| only by 
omach— 


t in the 
are close 
so that 
>xample, 
ice. Hot 
osure in 
vations 
at body 
| initiate 
jut into 
slowly. 
tonicity 
vays on 
|, 1922) 
of the 
as con- 
present 
naterial 
; to the 


ily, the 
our of 
annon 
vithout 
ylorus. 
echan- 


- com- 
vagus 
wever, 
lation. 
hyper- 
erally 
s and 
‘rider, 


tuber 

back 
How- 
ccurs 
agus- 
1924) 

is a 


oric 
leeth 
, but 
920 ; 
gan, 





sted 
ina- 
cific 


May 20, 1950 PYLORIC SPASM AND ORALLY ADMINISTERED PROCAINE 


Pa. 1175 





alimentary symptoms were present. The following results 
were obtained in 1,000 cases of this type : 


Pylorus opening with difficulty or remaining closed sa aa te 
é he el x 142 (802%) 
17 (9-69 


Hyperchlorhydria . 
——, eS sid 33) 
ypochlorhydria or orhydria 18 (10+ 
Pylorus opening normally .. a pa C rae | 
Hyperchlorhydria 4 551 (68-8%) 
Normal .. F a ne 100 (12-5%) 
Hypochlorhydria or achlorhydria 150 (18-7%) 
Pylorus opening with abnormal he pe 
Hyperchlorhydria ™ rv 15 (68-2%) 
apg RRP gE Stee 2 1%) 
Hypochlorhydria or achlorhydria 5 (227%) 


These results would suggest that the degree of acidity of 
the gastric contents plays no part in the reflex mechanism 
of the pylorus, although the number of cases tested. may be 
too small to be entirely convincing. 

Other workers have investigated this particular problem, 
but it was thought advisable to repeat some of their experi- 
ments. The procedure of Barsony and Egan (1925) was 
therefore carried out on 50 normal cases, of which 25 
showed an easily and 25 a difficult opening pylofus. A 
duodenal tube was passed into the stomach. The contrast 
medium was swallowed five minutes later and the opening 
of the pylorus was observed. Now 20 ml. of N/10 HCl or 
NaHCoO,, depending on whether the pylorus opened with 
difficulty or with ease, was injected through the tube and 
the patient again drank some of the contrast medium. (By 
examination on the previous day and on the days following 
the experiment it was ascertained that the pyloric reflex 
reacted in a constant manner.) 

The results obtained corresponded with those previously 
published (McClure et al., 1920; Baird ef al., 1924; 
Barsony and Egan, 1925; McCann, 1929). An easily 
opening pylorus still opened with ease after injection of 
acid, and the pylorus that opened with difficulty acted 
similarly after injection of the alkali. Again the suggestion 


is that the degree of acidity. of the stomach contents does- 


not influence the reflex mechanism of the pylorus. 

In order to find supporting evidence the experiment on 
these 50 patients was repeated, but this time the duodenal 
tube was passed into the duodenal cap, under the same 
conditions as before. The result remained unchanged : 
injection of acid or alkali into the duodenal cap, and within 
physiological limits, did not disturb the reflex mechanism. 


Mechanical Irritation 


The moving of the duodenal tube caused pharyngeal 
irritation and nausea, which were associated with an abrupt 
closure of the pylorus. On the other hand, the rubbing of 
the wall of the pylorus by the oliva caused a distinct worm- 
like movement of the muscle. This worm-like closure of 
the pylorus could be produced by other mechanical means 
—injecting fluid into the pylorus under considerable pres- 
sure, or slight distension of a balloon placed in the pylorus. 
(Stronger inflation of the balloon caused spasm by the 
smooth-muscle reflex.) 

Finally, a continuous irritation of the pharynx for five 
to ten minutes produced a hypersensitive state of the 
pylorus during which very slight stimuli, such as gentle 
pressure on the abdominal wall, were followed by a steady 
closure. But even under these conditions the closure was 
a transitory spasm and not the physiological worm-like 
movement. 

It therefore seems that the primary stimulus for the 
physiological closure of the pylorus is a local irritation of 
its wall. A similar result is obtained with the contrast 
medium : a little of the medium passes first without 
hindrance through the pylorus ; during its passage it acts 
as a mechanical stimulus and the medium that follows finds 


the pylorus closed. If the patients began to swallow the 
medium before the screening was done the pylorus was 
invariably found closed—that is, the first part of the barium 
meal passing through had started the reflex mechanism. 


‘Local stimulus does not necessarily mean -local reflex 


mechanism. The autonomic nervous system undoubtedly 
plays its part, but the literary data are rather contradictory. 
It is most generally accepted that closure of the pylorus 
is brought about by a vagus effect (McCrea and M’Swiney, 
1928 ; Thomas et al., 1934), but Elliott (1905) believed it 
to .be a sympathetic effect, which, however, was contra- 
dicted by Scholtz (1928) and Thomas et al. (1934). 


Effect of Adrenaline, Atropine, and Papaverine ‘ 

The effect of adrenaline and atropine was investigated in 
75 cases—25 with a normally opening pylorus, 25 with a 
pylorus opening with ease, and 25 with a pylorus opening 
with difficulty. The results indicated that the role of these 
drugs in the physiological movements of the pylorus is only 
secondary. Injection of adrenaline, 1 mg. subcutaneously, 
always resulted, after 10 to 30 minutes, in a. difficult 
opening, but it never caused normal closure and never 
pyloric spasm. There is no doubt that sympathetic stimuli 
inhibit the emptying of the stomach by inhibiting the 
opening of the pylorus, as was described in the alarm 
reaction of Cannon. 

Atropine, 0.5 mg. intravenously, has practically no effect 
on the normal pylorus, but results in an atonic stomach ; 
two hours after the injection and the swallowing of the 
barium meal half of the contrast material is still found in 
the stomach. However, in the case of a spastic pylorus the 
atropine usually causes opening of the sphincter in five to 
ten minutes, but as the stomach again loses its tone the 
emptying is nevertheless protracted. Jt was mentioned 
earlier that vagus stimulation produced by irritation of the 
pharynx resulted in a strong spastic closure of the pylorus. 

These results show that pyloric closure may result from 
mechanism depending on the autonomic nervous system, 
but in the physiological movements of the muscle this 
system plays a secondary part. The experiments of 
Aldehoff and Mering (1899)confirm this contention : they. 
found that even after extirpation of the coeliac ganglion 
the pyloric reflex remains unchanged, and they therefore 
believed it to be an intramural reflex. 

Papaverine gave better results (Erdélyi, 1934).: In 25 
cases with a spastic pylorus the sphincter was usually 
opened by this drug, but large doses were sometimes 
necessary (0.2 to 0.3 g. intramuscularly), and unpleasant - 
subjective symptoms occurred, such as blushing, vertigo, 
palpitations, and nearly always drowsiness. As mentioned 
by Erdélyi, the drug takes effect only after an hour, and 
the area of injection may remain painful for one to two 
days. As atony of the stomach is produced the residuum 
increases in cases of organic stenosis of the pylorus. 

Papaverine has very little effect on the normal pylorus. 
As the drug acts directly on smooth muscle these observa- 
tions would indicate that the muscle itself also plays only 
a secondary part in the pyloric reflex mechanism. 


Part Played by the Local Nervous System 


Finally, the role of the local nervous system was investi- 
gated. To inhibit its action the following simple method 
was used. The patient while in a sitting position drank 
100 ml. of a 1% procaine solution, and was instructed to 
take four to five minutes over it.. The movements of the 
pylorus were observed 5, 10, or 15 minutes later. The 
dose of procaine (1 g.) is about ten times the oral dose - 
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usually recommended in textbooks of pharmacology. How- 
ever, the same dose, and even a higher one, has been given 
hypodermically without serious ill-effect. As the literature 
did not indicate more rapid absorption of procaine by the 
oral than by the subcutaneous route (rather the reverse), 
the dosage was cautiously increased until an optimum level 
was reached. This dose (100 ml. of 1% procaine) has been 
given to a large number of patients, and to many twice in 
the day, without any side-effects. 

It is generally accepted that procaine has very little effect 
on the intact mucous membranes. It seemed, however, to 
be the least toxic of the local analgesics, and was thus the 
first to be tried. 

The results surpassed all expectations. In more than 
150 normal cases nearly complete paralysis of the pylorus 
was produced in 10 minutes. The pylorus became perfectly 
atonic and the contrast material passed through the stomach 
without the slightest hindrance. At the same time the move- 
ments of the stomach remained normal, the autonomy being 
unaltered. 

Procaine given orally also prevented reflex response to 
local irritation as produced by rubbing with the oliva, 
forceful injection through the tube, or slight inflation of the 
balloon. In more than 100 cases in which previous x-ray 
examination showed a spastic pylorus and slow emptying 
of the stomach with a constant residue, oral procaine 
caused relaxaticn of the sphincter, except in those cases in 
which the pyloric canal was obstructed by carcinoma or 
by scarring from an old ulcer. 

In 11 cases of chronic vomiting in association with gastric 
ulcer this method prevented vomiting by paralysing the 
pylorus. In five cases of cancer of the stomach, in which 
the patient could not retain food, procaine given orally 
enabled the patient to be fed naturally, and, by correcting 
the hypochloraemia and malnutrition, to be made fit for 
operation. 

Discussion 


It seems probable that the primary control of physio- 
logical movements of the pylorus rests with the local 
nervous system and that this system can be paralysed by 
procaine. Earlier observations that substances coating the 
wall, such as protein solutions or oil, will also relax the 
pylorus support this suggestion (Boldireff, 1904; Tabora 
and Dietlen, 1911; Kirschner and Mangold, 1911). 

In our experience even the most difficult and hopeless- 
lé6oking spastic pylorus would relax with this simple thera- 
peutic agent. It had no side-effects. The relaxation lasted 
for two to three hours, and the treatment could be repeated 
twice daily for several days without causing discomfort. 

Pyloric obstruction, which had not shown real improve- 
ment after atropine or papaverine, responded to procaine. 
Free passage lasting for hours resulted, and vomiting 
stopped. Its main use was naturally in functional spasm, 
but even organic obstruction caused by carcinoma or 
chronic ulcer would often improve to such an extent that 


a patient who seemed to be a serious surgical risk after days — 


of starvation and continuous vomiting, with hypochloraemia 
and dehydration, could be changed to a lesser problem for 
the surgeon. 


Summary 


When the stomach is empty the pyloric valve is physiologi- 
cally open. Closure of the valve is caused by the passage 
through it of the first small amount of stomach content. 

The injection of 20-40 ml. of acid or base in physio- 
logical concentration into the stomach or duodenum through 
a duodenal tube does not influence the mechanism of the 
pyloric valve. 


Stimulation of the sympathetic nervous system (adrenaline) 
or of the vagus (pharyngeal irritation) causes a sudden but 
short closure. This is not identical with the physiological reflex 
mechanism, but is part of the integrative functions of the 
autonomic nervous system (alarm reaction, vomiting, etc.). 

The physiological worm-like movement can be produced by 
slight local stimulation of the wall of the duodenum (movement 
of an oliva, slight balloon inflation). 

It is suggested that in the closure of the normal pylorus 
stimulation of the local nervous system plays the primary part. 
The irritation is mostly mechanical. This suggestion seems to 
be proved by oral administration of procaine, when the result- 
ing paralysis of the local nerve endings opens a spastic pylorus 
with much greater regularity than atropine or papaverine. 

Procaine was given orally to several hundred cases with 
spastic pylori, always with striking results. This simple method 
keeps the pylorus open for some hours, has no side-effects, and 
can be repeated daily twice for several days (50-100 ml. of 
1% solution twice daily). It is recommended as a simple 
therapeutic procedure, useful in functionally spastic pylorus 
and as a preparation for surgical intervention in cases of organic 
pyloric obstruction. 
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Dr. Marcolino Gomez Candau, of Rio de Janeiro, Brazil, 
has been appointed to the post of Director, Division of 
Organization of Public Health Services, in the World Health 
Organization. He will direct the W.H.O. programmes for 
developing public health administration, health demonstration 
areas, environmental sanitation, health education of the public, 
and nursing services. Dr. Candau, who was born in Rio 
de Janeiro in 1911, completed his medical studies at the School 
of Medicine of the State of Rio de Janeiro and at the School 
of Hygiene and Public Health of Johns Hopkins University, 
Baltimore. He was previously superintendent of the Servico 
Especial de Satide Ptiblica, a co-operative public health pro- 
gramme of the Brazilian Government and the Institute of Inter- 
American Affairs. Dr. Victor Sutter, of San Salvador, has been 
put in charge of the Division of Communicable Diseases Ser- 
vices, and will direct the W.H.O. campaigns against malaria, 
tuberculosis, and venereal diseases, as well as programmes 
against plague, typhus, relapsing fever, bilharziasis, and 
other communicable diseasés. He obtained his medical degree 
at the Universidad Nacional of San Salvador, and specialized 
in public. health administration at Johns Hopkins University. 
At one time Dr. Sutter was chief field medical officer for 


‘Unrra in China. 
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Neurofibromata of the Vegetative 
Nervous System 


The following case is reported not only on account of its 
personal interest but because I think it is not generally 
known that symptoms of visceral disorder in a case of 
Recklinghausen’s disease may be due to neurofibromata 
lying on the conducting paths of the sympathetic and para- 
sympathetic nervous system. 


Bailey and Herrmann (1938) report two cases of neuro- 
fibromata involving the cranial nerves only. Ransom and 
Kay (1940) have collected no fewer than 18 cases of 
abdominal neurofibromata, in five of which tumours were 
found involving the small gut and its mesentery. Some 
of these cases had undergone malignant change. Klingen- 
stein reports the case of a woman aged 29 suffering 
from severe melaena, which was found at operation to 
be due to an ileal neurofibroma; while Banerjee and 
Christeller (1926) mention two cases of ileal intussusception 
in which the intussuscipiens was a neurofibroma. Manzocchi 
(1946) reports a dramatic case of a volvulus of the ileum 
around a neurofibroma of the mesentery. Schwartzman 
et al. (1943), in reporting a large neurofibroma mass in the 
ileum of a boy aged 7, review the literature and mention 
that the condition may be inherited as a Mendelian 
dominant. Grill and Kuzma (1942) record a similar case 
which ended fatally without coming to operation : here 
a huge ileal mass caused death by intestinal bleeding. In 
this case, too, there was a strong family history of 
Recklinghausen’s disease. Dr. Parkes Weber (1929) men- 
tions the occurrence of visceral neurofibromata in the 
course of a very interesting paper dealing mainly with 
periosteal and subperiosteal manifestations of the disease. 


CASE REPORT 


A woman aged 54 was first seen in December, 1946. For 
two years she had had intermittent attacks of vomiting, associ- 
ated with indigestion not amounting to pain and unrelated to 
meal-times. She was not losing weight, but her appetite was 
poor. Clinical examination revealed no abnormality other 
than the cutaneous lesions of Recklinghausen’s disease affect- 
ing the whole surface of the body. She was admitted to 
hospital for further investigation. A barium-meal follow- 
through, a barium enema, a test meal, and blood investigation 
were all negative, though there was a faint trace of occult 
blood in the faeces. She also complained of haemorrhoids, and 
these I removed, together with two small neurofibromata near 
the anus which were pedunculated. Microscopy of the latter 
confirmed the already obvious diagnosis. On the clinical find- 
ings I did not feel justified in advising an exploration, and she 
was discharged from hospital. 


She continued to have attacks of vomiting, however, and was 
admitted to another hospital, where she again went through 
the whole gamut of clinical investigations, including a chole- 
cystogram, and with a similar negative result and a similar 
conclusion on the origin of her symptoms. 


In March, 1949, Dr. George Varley, her medical adviser, 
referred her to me as she was starting to lose weight and nausea 
and retching were occurring almost every minute of the day. 


A further clinical examination revealed no abnormality in 
the abdomen or chest; I nevertheless advised an exploration. 
Operation.—Exploration on March 19 at once revealed the 
tumours described below, but first a thorough examination was 


made of all viscera, solid and hollow, from the diaphragm to 
the pelvic floor. The oesophagus, stomach, and duodenum were 
quite normal, and exploration through the lesser sac was also 
negative. A careful dissection of the coeliac axis and an 
examination of the sympathetic chains down to and including 
the presacral region showed no other tumour masses, but the 
hypogastric plexuses were not explored. 


Less than 1 in. (2.5 cm.) below the duodeno-jejunal flexure 
the tumour mass here illustrated was found. There were no 
adhesions about it and the double tumour appeared to arise 
from the ante-mesenteric border of the bowel, with a separate 
leash of vessels run- 
ning to it, covered by 
peritoneum and jdin- 
ing the main mesen- 
tery at its root. The 
duodenum above was 
slightly dilated, but 
did not suggest gross 
mechanical _obstruc- 
tion. After division 
of the ligament of 
Treitz, the third part 
of the duodenum was 
mobilized sufficiently 
to bring it up into the 
incision so that a re- 
section of the jejunum 
could be effected by 
end-to-end anasto- 
mosis with three lay- 
ers of interrupted 
linen-thread sutures. 
About 4 ft. (1.25 m.) 
‘further down the 
jejunum a similar though much smaller mass was found ; this 
was resected without difficulty, and a side-to-side anastomosis 
carried out, using continuous catgut. This tumour was not 
causing any obstruction. 


After operation the patient- had difficulty in passing water 
and had to be catheterized twice. This difficulty slowly dimi- 
nished in the succeeding five days. .Apart from this, conva- 
lescence was uneventful, and the patient has not vomited since 
the day of her operation, though she is still not perfectly well. 
Her appetite is poor and she is slow in regaining her normal 
vigour, but this is not surprising after five years of chronic 
nausea and vomiting. She also has some girdle pain at the level 
of the eighth to the tenth dorsal segments. On examination 
Dr. Louis Laurent found an extensor plantar response on both 
sides, but without sensory loss, and he thinks that this is prob- 
ably due to an extradural compression by a neurofibroma, and 
that it may also explain the urinary difficulties. 


Queckenstedt’s test is normal, and Froin’s test is negative. 
A barium follow-through is reported by Dr. Stevenson to show 
no obstruction either at the site of the recent anastomoses or 
at any other point. No further surgery on the condition is 
anticipated at present, as the symptoms are not disabling. 


My thanks are due to Dr. L. Proger, Curator of the Pathological 
Museum of the Royal College of Surgeons, for the excellent prepara- 
tion of the specimen and for the following pathological report: ‘* The 
tumour is composed of spindle-cells with a varying amount of 
collagen. In places there is well-marked regimentation of nuclei 
characteristic of a neurofibroma.” 


GEOFFREY Parker, D.S.O., M.D., F.R.CS. 
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Axillary Aneurysm Associated with 
Neuropathic Shoulder-joint in a Case 
of Syringomyelia 


The following case.seems worthy of record, as we could find 
no description of such an association in the literature. 


CaSE REPORT 

The patient, a man aged 59, had suffered from syringomyelia 
for twenty years. In 1928 he had dissociated anaesthesia and 
wasting of the small muscles of both hands, and [imitation of 
movement in both shoulder-joints. Radiography revealed gross 
destruction of both humeral heads and early involvement of 
both glenoid cavities (Fig. 1). There were no abnormal physical 
signs in the legs. 
Deep x-ray therapy 
to the cervico-dorsal 
region of the spine 
was given. 

From 1914 to 
1930 his work re- 
quired the carrying 
of carboys of fluid 
weighing up to 1 
cwt. (50 kg.), but 
he had to give up 
work in 1930. -In 
1946 he was knocked 
off his bicycle by a 
tram, and x-ray ex- 
amination showed 
fractures of the 
bodies of the first, 
third, and ~~ fourth 
lumbar _ vertebrae. 
These fractures 
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1.—Radiograph of the right 





Fic. appeared to be of 
shoulder, showing destruction of the long standing — the 
on Peg and involvement of the result of the syringo- 


myelia and not of 
his recent injury. The pain caused by the injury was relieved 
by extension exercises in bed without fixation in plaster. He 
was kept under observation, and periodic x-ray examination 
of the shoulders and lumbar spine showed no advancement in 
bone destruction. 

In August, 1948, he noticed a swelling in the region of his 
right shoulder. It was found to be situated deep to the deltoid 
muscle and pointing forwards under the pectoralis major; it 
was red, shiny, and warmer than the surrounding skin, but was 
not tender to the touch or painful. It showed expansile 

pulsation on the in- 
ferior aspect, and at 
that point a systolic 
bruit could be heard. 
The swelling was 26 
in. (66 cm.) in diameter 
(Fig. 2), the left 
shoulder being 13 in. 
(33 cm.). 

A radiograph re- 
vealed wide separa- 
tion of the head of 
the humerus from the 
glenoid cavity, but 
there was no increase 
in bone destruction. 


swollen, and blisters 
were present on the 
backs of the fingers. 
The radial pulse was 
much diminished in 
volume and could be 
obliterated by a pres- 
sure of 15 mm. Hg, 








Fic. 2.—Photograph of the right shoulder, 
showing the swelling. 


The right hand was’ 


the blood pressure in the left arm being 120/85 mm. Hg. In 
addition to the former paralysis of the intrinsic muscles of the 
hand there was now complete paralysis of the muscles of the 
arm and forearm. The supraspinatus, pectoralis major, and 
serratus Magnus contracted normally ; the action of the deltoid 


was difficult to assess because of the gross distortion due to | 


the swelling. There was complete sensory loss in the arm 
below the middle of the deltoid muscle. The left arm and the 
legs showed no ‘further changes in their physical signs. A 
diagnosis of axillary aneurysm was made. 

Operation.—In December, 1948, the third part of the sub- 
clavian artery was exposed and a tape passed around it for the 
control of haemorrhage should this be necessary. An incision 
was made in the line of the clavicular fibres of the deltoid 
muscle, and a large blood clot was evacuated, causing a small 
amount of haemorrhage, which was easily controlled by trac- 
tion on the tape. The aneurysm was found in the floor of 
the wound and was dissected free from the median and ulnar 
nerves, which were. closely bound to it by dense fibrous tissue. 
The axillary artery was ligated proximally and distally to the 
aneurysm, and the aneurysm was excised. A sharp spicule of 
bone projecting upwards from the upper end of the humerus 
was found in close proximity to the posterior wall of the 
aneurysmal sac, and it was removed. The wound was closed 
with drainage. 

The following day the patient was well, and his hand was 
cold but viable. A week later the right hand was almost as 
warm as the left, but the motor and the sensory picture 
remained unchanged. ‘When seen in March, 1949, there was 
no change in the motor involvement, but the patient was able 
to feel light touch over the hand, forearm, and arm. 


COMMENT 


The chief features in this case are the association of an 
aneurysm with a neuropathic joint and the peripheral nerve 
damage caused by the aneurysm. The involvement of vessel 
walls is not a feature of syringomyelia; syphilis was 
excluded by negative serological reactions and the absence 
of clinical signs. The direct cause of the aneurysm was 
thought to be the trauma of a bony spicule coming from 
the deformed head of the humerus in contact with the wall 
of the axillary artery. 

The distribution of the paralysis and sensory loss indi- 
cated damage to the brachial plexus at a level on the three 
cords distal to the points at which the suprascapular and the 
lateral and medial pectoral nerves arise ; for sensation was 
absent below the area supplied by the suprascapular nerves 
on the tip of the shoulder, and the muscles whose nerve 
supply is given off below this point were completely 
paralysed. The nerve damage was caused by the aneurysm 
rather than by an extension of the disease process in the 
spinal cord. 


We are indebted to Mr. R. Broomhead for being asked to see and 


treat this case. 
C. R. BERKIN, M.B., F.R.CS., 


Resident Orthopaedic Officer, 
Leeds General Infirmary. 


H. S. SHucxsmitTnH, M.B., B.Sc., F.R.C.S. 
Assistant Surgeon, United Leeds Hospitals. 








Both the T.U.C. and the British Employers’ Confederation 
have now given their blessing to a proposal by the Central 
Council for Health Education that general health education 
should be carried out in factories and workshops. Both say, 
however, that their approval applies only to the teaching of 
how to be healthy and not to the consideration of working 
conditions or industrial risks. They feel too that methods and 
means should be arranged locally with the workers’ consent, 
and should not interfere with production. C.C.H.E. publica- 
tions on this topic are “ Promoting Industrial Health,” “ The 
Health of the Adolescent in Industry,” and “ Health Education 
in Industry.” 
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MALARIA 


Malariology. By 65 contributors. Edited by Mark F. 

Boyd. Volumes 1 and 2. (Pp. 1,643. 434 figures. £8 15s. 

the set.) Philadelphia and London: W. B. Saunders. 1949. 
This work is a comprehensive review of all available know- 
ledge on malaria. There are five sections ; the first is a 
historical review, the second on parasitology, and the third 
and fourth on the insect and human host. The final part 
deals with malaria control and eradication. 

The parasites of human malaria are described by E. 
Brumpt, Professor of Parasitology, University of Paris, and 
a chapter on the life cycles of the,malaria parasites (with 
special reference to the newer knowledge of pre-erythrocytic 
stages) is contributed by C. G. Huff. Plates of pre- 
erythrocytic schizonts of Plasmodium vivax and P. cyno- 
molgi form the frontispiece to the first volume. The sympto- 
matology of falciparum, quartan, and vivax malaria is ably 
reviewed by S. F. Kitchen, who was long associated with 
the editor in the practice of malaria therapy. A chapter 
on ovale malaria is contributed by W. D. Nicol, P. G. Shute, 
and the late S. P. James, whose work at Horton established 
the validity of this parasite as a separate species. 

In connexion with the specific treatment of malaria, a 
work of this character suffers inevitably from the dis- 
advantage entailed by the length of time elapsing between 
the submission of manuscripts and the date of publication. 
Thus, the chapter on treatment of patent infections, by 
W. S. Dove, makes no mention of proguanil, ‘nor of chloro- 
quine or any other of the 4-aminoquinolines; it is 
chiefly concerned with the merits and limitations of quinine, 
mepacrine, and pamaquin. The author’s insistence on an 
adequate loading dose of mepacrine will meet with general 
agreement, but his views on the treatment of emergent 
cases of pernicious malaria are controversial. His experi- 
ence of intravenous quinine therapy, and a mortality rate 
of 33% reported in a series of 100 United States soldiers 
so treated during the recent war, have convinced him that 
the use of this method is unjustifiable under any circum- 
stances. One can but surmise that many of the cases cited 
were already moribund when the injection was given. 

Valuable articles on the pathological anatomy of malaria, 
by H. C. Clark and W. J. Tomlinson, and on the physio- 
logical pathology of the disease, by J. D. Fulton and B. G. 
Maegraith, deserve special mention ; and W. H. Taliaferro 
contributes an excellent review of malarial immunity. The 
epidemiology of malaria is treated fully by M. F. Boyd, 
and Sir Rickard Christophers contributes a chapter on 
endemic and epidemic prevalence, which is based for the 
most part on his own researches in this field. 

The introduction of residual insecticides as a major 
measure of malaria control has given rise to a number 
of problems which necessitate an intimate knowledge of the 
various‘ vector species of anopheles. For this reason the 
chapters on the physiology of mosquitoes by V. B. Wiggles- 
worth, on the life-history of anopheles by P. A. Buxton 
and H. S. Leeson, and on the oecology of anopheles by 
M. E. Bates are of particular interest. The section on 
control and eradication of malaria contains articles by such 
well-known workers in this field as Sir Malcolm Watson, 
F. L. Soper, L. W. Hackett, F. W. Knipe, and many others. 
This manual contains much information on every part of 


the subject it treats; as a work of reference it will prove 


of the utmost value to malariologists throughout the world. 
G. COVELL. 


A RESEARCH WORKER’S STORY 


_ A. Story _of Nutritional Research. The Effect of Some 
Dietary Factors on Bones and the Nervous System. By 
Sir Edward Mellanby, G.B.E., M.D., Sc.D., F.R.S. The 
Abraham Flexner Lectures Series No. 9. (Pp. 454; 73 
_ £1 18s. 6d.) London: Bailliére, Tindall and Cox. 


Few men have that passion for research which has carried 
Sir Edward Mellanby along for 35 years and kept him at 
the forefront of his subject in spite of all his administrative 
interests. His book opens with an account of the problem 
of rickets as it appeared to the Medical Research Committee 
in 1913, a description of the developments which followed 
the discovery of a fat-soluble vitamin, and the subsequent 
recognition that there were two of them. The first half 
of the work describes the author’s observation that 
deficiency of one of these vitamins produced incoordina- 
tion and nerve degeneration. He recounts his difficulties, 
his perplexities, and finally his revelation of the way in 
which this was brought about. The second half narrates 
the discovery of the anticalcifying effects of cereals and 
the first attempts to identify the toxic agent, the long period 
when no progress appeared to be made, and then the return 
to the problem and its successful solution by the incrimina- 
tion of phytic acid as the “toxamin.” In the last two 
chapters the role of phytic acid in human nutrition is 
discussed and a more general appreciation given of the 
interaction of cereals with processes of calcification. 

Some people may feel that parts of this book contain 
rather too much detail. For instance, the argument is 
sometimes carried forward by the description of a series 
of nutritional experiments. These do not always make easy 
reading, though they provide valuable evidence which 
would otherwise have to be sought for in the original litera- 
ture. There are also two appendices containing descriptions 
of experimental methods, diets, and techniques. Any dis- 
cussion or criticism of other scientific work is always backed 
by the original reference, and the author’s own papers are 
cited if work in them is mentioned ; almost any point made 
in the book can be verified easily. 

There is much wisdom and experience in this book. The 
reader can see the importance of the initial observation ; 
the necessity of choosing the correct animal for one’s 
work ; the hopelessness of being without a clue, and the 
value of picking one up from some extraneous paper ; the 
care necessary in planning a well-controlled experiment, 
and the advantages of doing so; and finally the dogged 
persistence required for success. These and many other 
points will be appreciated by those who have tried, often 
less successfully than the author, to do the same kind of 
work ; and by all those who are about to try. 

R. A. McCAnce. 


MONOGRAPH ON BRONCHOGRAPHY 
Bronchography. By E. Huizinga, M.D., and G. J. Smelt, 
M.D. (Pp. 270; 146 illustrations. hfl. 39.) Assen, Nether- 
lands: Van Gorcum. 
Dr. Huizinga, of the Department of Otorhinolaryngology 
in the University of Groningen, has long been an authority 
on bronchial anatomy and bronchography; this book, 
written with Dr. Smelt, represents his experiences and 
observations over many years. It is a full, authoritative, 
and correct presentation of this important subject, and as 
such can be highly recommended. It can be read with 
profit by those familiar with the subject and should certainly 
be studied by those who wish to learn of it. 

The book is well produced, though there are enough 
printer’s errors to attract attention at times, and it is 
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liberally illustrated with excellent reproductions of broncho- 
grams. Many of these lack captions, which is a dis- 
advantage, though there are descriptions of them in the 
text. The nomenclature of the bronchi is based on the 
recently agreed international nomenclature, and the use of 
the established numbering of the segmental bronchi is 
effective in their identification in the illustrations. 

It is almost invidious to criticize a book that contains 
such a correct and lucid exposition of its subject. Figures 
75 and 76 are described as showing “a typical specimen 
of tuberculous bronchitis” ; this is certainly not an accept- 
able statement as it stands. No doubt the authors have 
not expressed themselves clearly, and realize these figures 
in fact represent post-tuberculous bronchostenosis and 
bronchiectasis of the middle lobe. 

A statement that would not meet with general acceptance 
is that bronchography should in principle precede broncho- 
scopy. In many diseases, notably bronchial carcinoma, 
bronchoscopy should certainly be done first, as it often 
renders bronchography unnecessary. The authors have one 
good argument in favour of their policy, however—that a 
bronchogram can localize the lesion and directs attention 
to the exact site that must be carefully studied at broncho- 
scopy. This is certainly the case at times, but in general 
a good clinical and radiological assessment should be 
sufficient to direct attention to the affected region. 

A full discussion is given of the technique and methods 
of bronchography. The authors favour the inhalation 
method with a curved laryngeal cannula. The dangers 
and drawbacks of the cricothyroid puncture method are 
reviewed, and it is correctly stated that on account of these 
dangers this method has fallen into abeyance everywhere 
except in Great Britain. I was, however, rather disconcerted 
to be accused of the perpetuation of the method within 
this country, as I have vigorously opposed it for some 
twenty years. 
survives here after it has been generally abandoned. It 
seems unnecessary to perform what is in fact a surgical 
operation to carry out a simple investigation which can be 
done without inflicting a wound. 

The authors advocate cocainization of the bronchi unless 
the patient is very calm ; most observers find that the oil 
does not evoke a cough and that analgesia of the bronchi 
is unnecessary. 

The only serious criticism one has of the teaching and 
practice in the book is the method of bronchography in 
children, which is done by passage of an endotracheal 
catheter without anaesthesia. This cannot be satisfactory, 
because coughing and struggling will occur in most cases 
and good bronchograms must then be difficult or impossible 
to obtain. In any case, it seems undesirable to handle a 
child in this manner. It must be unpleasant and must 
engender fear and reluctance if it is necessary to repeat 


the examination. 
R. C. BROCK. 


AORTIC DISEASE 


Diseases of the Aorta. Diagnosis and Treatment. By 
Nathaniel E. Reich, M.D., F.A.C.P. (Pp. 288 ; illustrated. 
£2 16s.) New York and London: The Macmillan 


Company. 1949. 
While writing his foreword Dr. Dock was inevitably 
reminded of Cullen’s treatise on diseases of the umbilicus. 
Although the parallel is apparent, it is perhaps fair com- 
ment to point out that Cullen was able to fill 680 pages, 
while Dr. Reich has said all he has to about the aorta in 
260. A monograph so limited in scope is justified only if 
it is exhaustive; by this test the author has not been 


successful. 


It is indeed unfortunate that the method” 


After short sections on the anatomy and physiology of 
the aorta, congenital anomalies are considered at some 
length. This chapter is illustrated by some useful drawings 
and skiagrams. Atherosclerosis is discussed briefly, and 
syphilis of the aorta is accorded far less space than it 
deserves. There follow chapters on aortic-valve disease, 
dissecting aneurysms, and occlusions of the aorta. The 
book ends with a description of various diagnostic and 
therapeutic methods. Although this monograph contains 
much information of interest it does not escape the criticism 
of being superficial. The account of aortic disease is not 
more comprehensive than that of most textbooks of 
cardiology, and it cannot be said to provide 56s. worth of 


enlightenment. 
R. BopLey Scott. 


RESTORING THE TUBERCULOUS PATIENT 


Rehabilitation of the Tuberculous. By H. A. Pattison, 

M.D., F.A.C.P. Third edition. (Pp. 250; 22 illustrations. 

£1 2s. 6d.) London: Baillitre, Tindall and Cox. 1949. 
This long book sets out fully to describe rehabilitation of 
the tuberculous, but the British reader will find the language 
unfamiliar and will be tempted to think that a great deal 
of fuss is being made about very little. Practical rehabilita- 
tion was practised for many years in this country before it 
was given this unmelodious name. Fifty years ago pioneers 
like. Marcus Paterson were using graduated exercise to 
restore tuberculous patients to useful work ; one wonders 
what they would think of the elaborate mumbo jumbo of 
terms such as “ergotherapeutics,” ‘“ psychograph,” and 
“ individualization” which now seem essential to this 
operation. Even a simple activity like reading has to be 
called “bibliotherapy.” Yet the author of this book is 
careful to state in the preface that it is written in “ plain 
English.” 

Another striking example of the greatness of the Atlantic 
gulf is the number of staff available in American hospitals. 
That of the Veterans’ Administration. at Castle Point has 
600 beds and boasts a Chief of Education Therapy, a Chief 
of Manual Arts Therapy, a Chief of Physical Therapy, and 
a Chief of Occupational Therapy. Closely allied to these are 
a Chief of Social Service, a Vocational Adviser, a “‘ Psycho- 
metist,” a Chief of Special Services, and a Contact Repre- 
sentative, and every two weeks there is a visit from a 
Consultant on Rehabilitation. 

It is a pity that all this is so hard to assimilate, because 
in spite of it the author has a sure and clear grasp of his 
subject and has much to tell his reader. He describes his 
conception of rehabilitation as “ treating the patient rather 
than the lesion ”—a simple definition, but it is difficult to 
think of a better one. 

As the book is intended for those interested in the social 
side of tuberculosis its first part deals with the theory of 
rehabilitation as applied to the special problems of this 
disease. It is written in a popular style which will not 
appeal to the medical reader, and it suffers at times from 
a surfeit of quotations and case histories. Nevertheless, 
Dr. Pattison shows clearly the need for careful assessment - 
of the patient’s capabilities and background while he is still 
in sanatorium. Vocational training is best carried out at 
a later stage, and preferably in a special institution organized 
for this purpose. There are chapters on special divisions 
of the subject, such as after-care and mental aspects. That 
which deals with marriage and the tuberculous is altogether 
too light-hearted, and insufficient stress is laid on the 
dangers to the children when both parents are tuberculous. 

The second part of the book gives brief illustrated 
sketches of rehabilitation schemes in the United States and 
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in Europe. These tend to be stereotyped, and some of 
them, particularly the description of Papworth, are too 
reminiscent of the American travelogue. The author is at « 
his best when he gives his all-too-brief account of the 
Potts Memorial Institution, which he directs. This is a 
model organization for post-sanatorium rehabilitation, and 
all its details, even down to the well-designed case sheets, 


are worthy of study. A. F. Foster-CARTER 


: GASTRO-ENTEROLOGY 
Medical Management of Gastrointestinal Disorders. By 
Garnett Cheney, M.D. (Pp. 478; 29 figures. $6.75.) 
Chicago: The Year Book Publishers, Inc. 


The author tells us that his “ prime purposes in introducing 
a new book on gastroenterology are to clarify for the 
physician in general practice and for the busy internist the 
relative significance of digestive-tract symptoms and to 
aid in the development. of a diagnostic approach to their 
interpretation by interviewing and examining a patient in 
the office.” 

The first part of the book is on the examination of the 
patient, clinical laboratory procedures, endoscopic and 
biopsy examinations, and x-ray examinations. Part. two, 
entitled “Symptom diagnosis and treatment,” is divided 
into twenty-nine sections. The subjects considered include 
sore mouth, anorexia, dysphagia, indigestion, haematemesis, 
peptic ulcer, jaundice, abdominal pain, liver disease, gall- 
bladder disease, abdominal distension, abdominal tumours, 
gastric cancer, constipation, diarrhoea, undernutrition, and 
food allergies. 

Much ground is indeed covered, but nowhere is there a 
deep penetration of the soil. The information given is 
often sketchy and unsatisfying. For instance, in discussing 
the treatment of chronic constipation by psychotherapy the 
author writes : “ Presumably this form of therapy should 
prove beneficial in some cases.” An authority on gastro- 
intestinal disorders, writing for the benefit of general prac- 
titioners, might be expected to give a more definite opinion 
based on his own experience. Again, we are told, “ Ascites 
associated with hypothyroidism is relieved by the adminis- 
tration of thyroid extract,” but we are not told what variety 
of hypothyroidism gives rise to ascites. Although I do not 
find here anything of importance which has not been 
described elsewhere, this does not imply that the work is 
devoid of merit. For has it not been written, “ New 
works may be constructed with old materials, the disposi- 
tion of the parts may show contrivance, the ornaments 


interspersed may discover elegance ” ? 
G. E. BEAUMONT. 


The death of Professor Nonidez in 1947 left unfinished his Texr- 
book of Histology (pp. 456, 287 figs., 57s. 6d.; London: McGraw- 
Hill Book Company, Inc., 1949), and the task of its completion has 
been loyally accomplished by Professor Windle. Designed for the 
elementary student with little knowledge of anatomy and physiology, 
it is mainly concerned with the fundamental aspects of histology 
and as such can be warmly recommended. Many of the illustrations 
are from drawings made by Nonidez. The schematic quality of these 
is offset by photographs of living cells, using phase-contrast micro- 
scopy, in addition to many of stained preparations. Collectively 
these are excellent and offer little to criticize. The figure (p. 96) of a 
trabecula (not trabeculum) of a human femur is, however, a drawing 
which suggests coarse-fibred rather than fine-fibred bone in the 
coarseness and irregularity of the bone-spaces and their cells. A good 
illustration of authentic coarse-fibred bone would be preferable for 
comparison with the two succeeding figures, which depict well the 
characters of lamellar bone. The text is distinguished by the lucidity 
of its ‘short terse sentences. The minutiae of the subject are 
judiciously pruned, and controversy is avoided except in such 
inevitable matters as the circulation of blood through the splenic 
pulp. The student who assimilates the contents of this book will have 


made a flying start. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


Delinquency and Human Nature. By D. H. Stott, M.A. 
©. -"y price.) Dunfermline, Fife: Carnegie United Kingdom 
rust. 5 


The British Journal Photographic Almanac, 1 (Pp. 560. 
7s. 6d.) London: Henry Grentood. 1950: aa 


Humanism in an Age of Science. By J. F. Fulton, O.B.E., 
M.D., LI.D. (Pp. 26. 1s. 6d.) Manchester: Manchester University 


Press. 1950. 


German-English Medical Dictionary. By J. R. Waller, M.D., and 
M. Kaatz, M.D. New edition with supplement.' (Pp. 244. 10s.) 
London: George Allen and Unwin. 1950. 


The Mature Mind. By H. A. Overstreet. (Pp. 295 6s.) 
London: Victor Gollancz. 1950. 
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Darlington, F.R.S. (Pp. 426. 15s.) London: Watts. 1950. 


The New Man. By M. Nicoll, M.B. (Pp. 153. 15s.) London: 
Stuart and Richards. 1950. 


The Surgical Treatment of Facial Injuries. By V_ H. 
Kazanjian, M.D., D.M.D., and J. M. Converse, M.D. (Pp. 574. 
76s. 6d.) London: Baillitre, Tindall and Cox. 1949. , 


Home Tobacco Craft. (Pp. 48. 2s. 3d.) Dunmow, Essex: Tilty 
Abbey Publications. 1950. 


How Governments Treat Books. By Sir S. Unwin, L1.D. (Pp. 9. 
6d.) London: George Allen and Unwin. 1950. 


Beyond the Pleasure Principle. By S. Freud. Translated by 
J. Strachey. (Pp. 97. 7s. 6d.) London: The Hogarth Press and the 


Institute of Psycho-Analysis. 1950. 


Collected Papers on Psycho-Analysis. By E. F. Sharpe. Edited 
by M. Brierley. Preface by E. Jones. (Pp. 280. 21s.) London: 
The Hogarth Press and the Institute of Psycho-Analysis. 1950. 


Collected Papers. Vol. 5. By S. Freud. Edited by J. Strachey. 
(Pp. 396. 25s.) London: The Hogarth Press and the Institute of 


Psycho-Analysis. 1950. 


A Biography of Sir Benjamin Ward Richardson. By Sir A. S. 
MacNalty, K.C.B., F.R.C.P., F.R.C.S. (Pp. 92. 7s. 6d.) London: 
Harvey and Blythe. 1950. 


The Trials of Frederick Nodder. The Mona Tinsley Case. 
Edited by W. Duke. (Pp. 242. 15s.) London, Edinburgh, and 
Glasgow: William Hodge. 1950. 


Good innings. By M. Belton, M.B., D.P.H. Foreword by 
B. L. Q. Henriques, C.B.E., J.P. Introduction by L. Fairfield, 
C.B.E., M.D., D.P.H. (Pp. 96. 5s.) London and Melbourne: 


Ward, Lock. 1950. : 


Effects on Tubercle Bacilli of Bacteriostatics, Respiration Inhibitors 
and Bactericides. By B. Zetterberg. (Pp. 151. No price.) 
Uppsala: Almqvist and Wiksells. 1949. 


Kongressbericht der I Wiener Arztetagung fiir Fortschritte 
in der Therapie und Diagnostik der Soztalhygtenisch Wichtig- 
sten Volkserkrankungen 6 Marz.-9 Marz, 1949. _‘B. A. Rott- 
mann. (Pp. 206. Sch. 30.) Vienna: Wilhelm Maudrich. 


Grundlinien zur Réntgendiagnostik der Lungentuberkulose tm 
Kindes- und Erwachsenenalter. By A. Ravelli. (Pp. 90. M. 10.) 
Vienna: Wilhelm Maudrich. 1950. 


Geburtshilfliche Praxis. By H. Albers. (Pp. 272. M. 12.50.) 
Stuttgart: Marquardt. 1949. 

Die Gynikologischen Operationen. By H. Martius. (Pp. 436 
M. 60.) 6th Stuttgart: Georg Thieme. 1950. 

Lehrbuch der R6 iagnostik. By H. R. Schinz. Vol. 1. 
Sth ed. (Pp. 426. . 66.) Stuttgart: Georg Thieme. 1950. 
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INCIDENCE OF STEATORRHOEA 


Steatorrhoea has interested workers in several specialties, 
including gastro-enterology, haematology, nutrition, and 
radiology, and it is now possible that interest may spread 
to the field of genetics. In this issue of the Journal 
two papers appear in which the family incidence of this 
condition is considered. They also raise questions of 
definition and diagnosis. Steatorrhoea is the passage of 
amounts of fat in the stool that are excessive for the 
amounts of fat consumed. In severe steatorrhoea the 
stool is pale, greasy, and bulky, with a peculiar and 
penetrating odour ; in such cases the stool can be normal 
when the intake of fat is low. In less severe cases, as 
in Dr. C. W. Bartley’s Case 2, a patient may develop 
anaemia and other deficiencies due to steatorrhoea with- 
out any intestinal symptoms. The percentage of fat 
in the stool may fall within the wide normal variation, 
and only a fat-balance test then reveals ‘the deficient 
absorption. When the biochemical lesion of faulty fat 
absorption has been demonstrated, the anatomical and 
pathological diagnoses remain to be made. _ 

Cases fall into two broad groups of pancreatic and 
intestinal deficiency ; the latter includes coeliac disease, 
idiopathic steatorrhoea, tropical sprue, and symptom- 
atic steatorrhoea—of which Professor L. S. P. Davidson 
and Dr. J. R. Fountain give examples in the opening 
pages of this issue. In pancreatic steatorrhoea there is 
a lack of trypsin. This can be shown directly by duo- 
denal intubation, or, at least in children, by testing the 
stools for tryptic’activity (if trypsin is present a drop of 
stool digests the gelatin of an x-ray film). Indirectly, but 
more reliably, an excess of unabsorbed nitrogen in the 
faeces reveals the lack of trypsin. Glucose absorption 
is not affected. In intestinal deficiency, on the other 
hand, nitrogen absorption is normal but glucose absorp- 
tion is usually poor. It is possible that, as Dr. Bartley 
implies, the five patients he found in one family might 
have had pancreatic steatorrhoea ; where tested, tryptic 
activity was low or absent, and none of the blood-glucpse 
curves were low, though in two cases, when the fasting 
blood sugar was abnormally high, the values did not 
rise much higher after giving glucose. It might be added 
that an enlarged spleen, found in one of the patients, is 


1 Amer. J. Dis. Child., 1938, 56, 344. 
® Proc. R. Soc. Med., 1949, 42, 25. 





against a diagnosis of idiopathic steatorrhoea. This 
family then does not provide evidence for a familial 
incidence of idiopathic steatorrhoea, but possibly for a 
familial condition of pancreatic insufficiency affecting 
adults as well as children. It is not yet clear whether 
the condition is distinct from the familial fibrocystic 
disease of the pancreas, so well studied by Andersen,’ ? 
which is thought to be fatal in childhood. Professor 
Davidson and Dr. Fountain, on the other hand, from their 
analysis of 2,044 patients receiving priority rations for 
steatorrhoea, suggest that idiopathic steatorrhoea may 
have a familial incidence. The authors sent a ques- 
tionary to a sample of the doctors who had diagnosed 
idiopathic steatorrhoea in patients applying for special 
rations in order to discover whether there was a genetic © 
factor in the patient’s illness. Some 10% of the patients 
had relatives who probably had steatorrhoea. The 
‘results were similar for coeliac disease. Unfortunately 
the distinction between idiopathic and pancreatic steator- 
rhoea is not always possible without extended investiga- 
tion, and it may be that some at least of the patients 
whose records were obtained from the Ministry of Food 
had in fact a condition similar to that in the family 
recorded by Dr. Bartley. Whatever the pathology, how- 
ever, it appears that a familial type of steatorrhoea exists, 
affecting adults as well as children. 

The Edinburgh workers estimate the annual incidence 
of diagnosed new cases of coeliac disease at one case 
per 135,000 of the population below the age of 15 years, 
and of idiopathic steatorrhoea at one case per 700,000 
of the population over the age of 15 years. The sex 
incidence was equal. The figures for two areas served by 
large teaching hospitals suggest that the true incidence 
is much higher than that based on the number of 
cases diagnosed throughout the country. The condition 
is probably often labelled “anaemia,” “colitis,” oF 
“tetany.” In contrast to the good prognosis of tropical 
sprue, for which the Edinburgh workers provide strong 
confirmation, most of the new cases of idiopathic steator- 
rhoea remain uncured. The condition is therefore not 
rare. Diagnosis is important, for life can be made 
almost normal for many of these patients. Treatment 
varies with the anatomical and pathological diagnosis. 
Surgery may be needed in some cases. Patients with 
pancreatic steatorrhoea improve with pancreatic extract. 
In the group with: intestinal deficiency, folic acid may 
increase absorption of fat, though usually it does so only 
in tropical sprue. Macrocytic anaemia in these patients 
is better treated with folic acid than with vitamin Bus. 
All are helped by a diet high in protein, and the diar- 
rhoea can often be controlled by restricting fat and by 
giving large amounts of calcium. Tetany and osteo- 
malacia respond to vitamin D if enough is given to make 
up for the poor absorption. Méicrocytic anaemia will 
not always respond to iron given by mouth but will 
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respond, when it is given intravenously.. In fact, one 
reason for the rebirth of interest in steatorrhoea may be 
that the physician can now do so much more for the 
patient, both in diagnosis and in treatment. 








DIETARY TREATMENT OF INFECTIVE 
HEPATITIS 


Since the early work of Opie and Alford’ on the effect 
of diet on the susceptibility of the liver to chloroform 
poisoning it has been customary to maintain strict con- 
trol over the diet of patients with hepatitis. These 
workers had found that a high intake of fat increased 
the susceptibility of the liver to chloroform poisoning, 


' while the reverse obtained on diets high in carbohydrate 


and low in fat. Moreover, on the general principle that 
inflamed organs should be rested, protein was also 
restricted,.and thus the high carbohydrate, low protein, 
low fat diet was evolved. ~- Nutritional experiments on 
animals, however, disclosed the danger of protein- 
deficient diets,?* since severe fatty infiltration and 
massive necrosis were readily produced by this means. 
Glynn‘ particularly stressed the protective value of 
methionine, for by virtue of its sulphur-containing 
moiety it prevented massive necrosis and by virtue of 
its labile methyl groups it prevented fatty infiltration, 
and its sequel diffuse fibrosis. Further, apart from the 
hepatic lesions that result from diets deficient in thio- 
amino-acids, these substances play an important part in 
the detoxication of certain exogenous hepatic poisons 
such as chloroform and arsenicals, and the resistance of 
the liver to such toxic injury may be increased by their 
administration.° 

It thus became inevitable that the nutritional require- 
ments of patients with hepatitis should be reinvestigated, 
and the once popular high-carbohydrate regimen be re- 
placed by one rich in protein. The value of special 
supplements of methionine, cystine, and choline has also 
been studied by many investigators. With few excep- 
tions, however, the results have been disappointing, in 
that no significant difference between the treated and 
untreated controls has been observed. The two most 
recent reports of this kind appear elsewhere in this issue. 
Dr. J. Strém compared the results in 125 patients given 
5 g. of methionine daily for 10 days with those observed 
in the same number of controls given dummy tablets : 
both groups of. patients received a basic diet of 90 g. of 


1 J. exp. Med., 1915, 21, 1. 
2 Gydrgi, P., and Goldblatt, H., ibid., 1942, 75, 355. 
3 Himsworth, H. P., and Giynn, L. E., Lancet, ‘1944, 1, 457. 
§ Glynn, | a E., Nutr. Abstr. Rev., 1947. 
5 Miller, L. L., R Ross, J. F., and Whipple, G. H., Amer. J. med. Sci., 1940, 200, 


729. 
of tg J. Med., 1912, 6 
7 Proc. R. Soc. Med., 1917, 10, 47 (spec. discussion). 
8 Ibid., 1917, 10, 10 (spec. discussion). 
® Amer. J. Path. 1944, 20, 471. 
10 Findlay, G. M., Martin, 'N. H., and Mitchell, J. B., Lancet, 1944, 2, 301, 340, 





and 365. 
i'Fox,J.P., Manso, C., a, H. A., and Para, M., Amer. J. Hyg., 1942, 36, 68. 
12 Mon. Bull. Min. Hith, 1948, *t. 2 and 32. 


protein, 90 g. of fat, and 400 g. of carbohydrate—yield- 
ing approximately 2,850 calories. In the treated group 
there were fewer cases with increasing bilirubinaemia 
after admission to hospital ; an earlier cessation of bili- 
rubinuria and a quicker return to normal values, were 
also apparent. The degree of the difference, however, 
did not attain statistical significance. Dr. O. Gertzén, 
like Dr. Strém, reports on a series of cases observed 
during the recent large epidemic of hepatitis in Sweden. 
He did not use methionine supplements but studied the 
effects of three different isocaloric diets : these consisted 
of a basic diet of 80 g. of fat, 80 g. of protein, and 320 g. 
of carbohydrate, supplemented respectively with 65 g. 
of butter, 100 g. of sucrose, and 120 g. of protein. Once 
again no significant difference was detected between the 
clinical responses of the three groups. 

It would be a grave error to conclude from these 
reports that diet may be ignored in the treatment of 
infective hepatitis. Since Cockayne’s*’ work it has 
been appreciated that the incidence of massive hepatic 
necrosis (acute yellow atrophy) closely parallels that of 
epidemic hepatitis and that its frequency is undoubtedly 
greater in pregnant women and the malnourished. A 
similar extension of the hepatic injury may be seen in 
other types of hepatitis, such as in chloroform and 
T.N.T. poisoning, and Himsworth and Glynn’ suggest 
that the nutritional state of the individual and the intra- 
hepatic circulation are of first importance. Thus in all 
forms of hepatitis the liver cells swell, Glisson’s capsule 
is under tension, and the sinusoids are compressed. This 
leads to impairment, of varying severity, of the intra- 
hepatic circulation. In well-nourished individuals an 
adequate supply of essential nutriments may still be 
assured, but in the malnourished the same degree of 
circulatory impairment may precipitate an acute. defi- 
ciency. That part of the liver which normally receives 
blood poorest in thioamino-acids—namely, the left lobe 
—should according to this hypothesis be the most fre- 
quently and most severely affected. This involvement of 
the left lobe is in fact emphasized and illustrated by 
Turnbull’ and Stewart* in their account of T.N.T. 
poisoning and by Lucke® in his detailed description of 
fatal cases of infective hepatitis. The importance of 
nutritional status can also be judged from the mortality 
figures in outbreaks of homologous serum jaundice : 
thus in the study of hepatitis following yellow-fever vac- 
cination the mortality rate from massive necrosis among 
well-fed American troops was 0.2%,'° while among ill- 
fed Brazilians it was 2.4%,"! a twelve-fold increase. In 
both Gertzén’s and Strém’s experiments the basic diet 
for all groups contained a fairly liberal ration.of protein 


_—80 or 90 g. per day—and presumably their patients 


were adequately nourished before admission to hospital. 
They do not mention the mortality rate in their patients, 
but it was probably near the usual low figure of about 
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0.2% observed in previous West European epidemics. 


It is hardly surprising that additions to the diet of the 
adequately nourished produces only statistically insigni- 
ficant results. A repetition of their experiments among 
the poorly fed natives of West Africa, among whom 
Findlay’? recently reported high mortality rates, might 
well yield results of greater significance. If, moreover, 
the mechanism of the development of massive necrosis 
in infective hepatitis is as suggested by Himsworth and 
Glynn, methionine is particularly indicated in infective 
hepatitis, not to shorten the clinical course but as a 
prophylactic against the development of acute yellow 
atrophy. 





PAY IN THE ARMED FORCES 


In March last year the B.M.A. sent a memorandum to 
the Ministry of Defence which contained proposals for 
increasing the pay of medical officers in the armed 
Forces, and meetings have been held with the Defence 
Departments on various occasions since then. A brief 
account of what proved to be somewhat fragmentary 
negotiations appears in the Supplement this week. These 
results will be disappointing to medical officers in the 
Services and are not likely to improve either morale or 
recruitment. 

From the first the Service Departments held the view 
that negotiation in the ordinary sense of the word 
would not be allowed, for it was said to be incom- 
patible with the maintenance of Service discipline, but 
there have been discussions. In putting forward its 
proposals the B.M.A. took great care to relate them to 
the Spens recommendations for civilian doctors, and to 
adjust them in accordance with the advantages and dis- 
advantages of Service life. All these proposals have 
been destructively criticized by the Defence Depart- 
ments, but these Departments have not yet made any 
alternative suggestions.. In particular the Defence 
Departments consider that the disadvantages of a Ser- 
vice career are too intangible to be capable of being 
assessed in terms of cash value. But the reluctance of 
a sufficient number of medical officers to sign on for a 
career in the Army suggests that the disadvantages are 
perceptible to medical men. 

At present the Army succeeds in keeping somewhere 
near its establishment of medical officers because it 
receives enough National Service officers to do so, 
though the establishment of regular and short-service 
officers is 37% below strength. The Army has for 
some time had difficulty in recruiting enough special- 
ists, and has recently advertised for civilian specialists 
at salaries that are the envy of Service specialist medi- 
cal officers. In view of the attitude of the Defence 
Departments the Armed Forces Committee has decided 

1 British Medical Journal, 1950, 1, 1085. 








to ask the Council of the B.M.A. to refuse any more 
advertisements for civilian specialists for the Army 
at higher rates of pay than those of the corre- 
sponding regular medical officers. Meanwhile, regu- 
lar medical .officers in the Army have been refused 
permission to-leave it. This ban must be exceedingly 
rare in peacetime and can cause only deep dissatis- 
faction to the men who are trapped in the Service. 
Indeed, the Army is straining the loyalty of its medical 
officers to the utmost, and it is difficult to see how 
men in such a position can feel that contentment that is 
necessary if they are to perform their duties with a will. 

However the “ wage-freeze” policy of the Govern- 
ment is to be* interpreted, adequate recruitment to the 
armed Forces is clearly of the first importance. The' 
earnings of the great majority of civilian doctors have 
been laid down by the Government, and, if in com- 
parison prospects in the armed Forces are so unattrac- 


tive that recruitment is jeopardized, the Government has 


only itself to blame for failing to extend its policy to 
the Services. Even if the B.M.A. had not made any pro- 
posals it would have been the duty of the Government to . 
see that the prospects it offered attracted enough medi- 
cal officers. In failing to do this, in, apparently, doing 
nothing to remedy the position, and in holding on to the 
men it already has and paying them at rates which events 
show to be inadequate to-day—a course that has been 
taken with no other officers in the armed Forces—the 
Government has acted ill-advisedly. 








SIDE-EFFECTS OF AUREOMYCIN 


A great many papers have been published about “ aureo- 
mycin” in the last eighteen months, and until Harris's 
recent report’ the side-effects of the drug have mostly 
been regarded as negligible. He treated 135 patients suf- 
fering from brucellosis either in a 10-day course with a 
total dose of 25 g. of aureomycin, or in two to four 
short courses, usually consisting of 1.25 g. daily for five 
days followed by a rest period of five to seven days. 
Among the first 110 patients treated, nausea, vomiting, 
epigastric distress, heartburn, and diarrhoea occurred in 
60.7% of the females and 19.3% of the males. Thirty- 
four patients (28 females and 6 males) were unable to 
tolerate aureomycin after a few days. Diarrhoea often 
persisted for several weeks after treatment was terminated, 
although it was later found that kaolin, pectin, or bismuth 
greatly diminished its severity: Many patients complained 
of capricious, even voracious, appetite. Some had an 
intense desire for meat, cheese, pickles, and put on weight 
during treatment: others had anorexia. Gastro-intestinal 
symptoms were greatly improved by taking frequent small 
meals and frequent doses of aluminium hydroxide. The 
stools became odourless in approximately half-of the 
patients 1-3 days after treatment began. Normal odour 
returned soon after treatment had been. discontinued, but 
in a few cases odourless stools persisted up to nine months. 
Dearing and Heilman? have found that aureomycin effec- 
tively removes bacteria from the intestinal tract of man, 
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and they recommend the oral administration of 0.75 g. 
four times daily for three days when preparing patients 
for intestinal surgery. With this dosage nausea, vomiting, 
and mild diarrhoea may occur, but, like Harris, they 
found that aluminium hydroxide relieved the nausea. 

Mucous membrane changes are another possible compli- 
cation of aureomycin therapy. Zeitner* reported in this 
Journal the occurrence of gross angular stomatitis and 
cheilosis in a doctor patient, and Weyler* has observed 
skin irritation round the anus in several patients. Harris 
also reported severe mucous-membrane changes in 24 
of the first 79 female and in 1 of the 31 male patients 
treated with aureomycin. He therefore suggests that an 
oestrogen deficiency might be responsible for the much 
higher incidence in women. Repeated courses led to 
more severe and more persistent manifestations. The 
mucous-membrane lesion consisted of a fine, red, vesico- 
papular eruption, first appearing on the uvula and spread- 
ing to the hard palate, pharynx, cheeks, lips, corners of the 
mouth, and tongue. After initial glossitis the tongue 
became heavily coated, and two patients developed a black 
“hairy” tongue. Vaginitis and vulval and anal irritation 
also occurred in all the female patients who developed 
these mucous-membrane changes. Anal fissure with bleed- 
ing appeared in two and slight vaginal bleeding in three 
patients. In one patient who received two courses of 25 g. 
of aureomycin and one course of 25 g. of chloramphenicol, 
anal, vaginal, and vulval irritation became more and more 
pronounced with each course. Skin lesions typical of 
fungus infection appeared on the thighs of this patient, and 
Candida albicans was isolated from the fissuring between 
the labia. From the vaginal exudate of four more patients, 
as well as from the furred tongue and from the anal region 
of several others, C. albicans could be cultured. Harris 
suggests that owing to nutritional failure following vita- 
min-B-complex deficiency the normal resistance of the skin 
and mucous membranes becomes reduced and the virulence 
of the otherwise parasitic C. albicans increases. When 
aureomycin was administered intravenously all side-effects 
were less pronounced. The drug is excreted into the bowel 
after intravenous administration, and one-fourth of the 
average oral dose was usually sufficient to maintain a satis- 
factory blood level. With simultaneous parenteral adminis- 
tration of the vitamin-B complex throughout the course of 
treatment mucous-membrane changes occurred less fre- 
quently. It was considered that riboflavin alone might be 
as effective, though according to Harris the entire B com- 
plex seemed to be preferable. Similar side-effects have 
been observed after chloramphenicol therapy, but their 
incidence seems to be less frequent and their intensity less 
pronounced than those encountered after treatment with 
aureomycin. 

Harris made this study of aureomycin’s side-effects 
during the treatment of.a series of patients suffering from 
brucellosis. He concluded that both aureomycin and 
chloramphenicol favourably influence the course of the 
disease, whether acute or chronic. Ralston and Payne‘ 
have also used these two drugs in this condition with good 





J. Amer. med. Ass., 1950, 142, 161. 
Proc. Mayo Clin., 1950, 25, 87. 
British Medical Journal, 1950, 1, 491. 
R. I. med. J., 1950, 33, 137. 
J. Amer. med. Ass., 1950, 142, 159. 
British Medical Journal, 1950, 1, 985. 


results ; they, too; noted that side-effects were less trouble- 
some from chloramphenicol than from aureomycin. Dr. 
E. W. Lindeck® has recently reported the treatment with 
aureomycin of four cases of brucellosis in this. country. 





ROYAL SOCIETY CONVERSAZIONE 

The practical applications of scientific research, as well as 
some of its more abstruse aspects, were demonstrated at 
the Royal Society's annual conversazione on May 11. One 
instrument, for instance, used as an aid to fisheries, was an 
echo-sounder. This can identify unseen fishes by their 
echoes, which are recorded on “echo charts.” Apart from 
indicating the presence of shoals this perceptive instrument 
can distinguish between such similar fish as herrings and 
pilchards. Mr. P. S. B. Digby, of the Department of 
Zoology and Comparative Anatomy, Oxford, demonstrated 
the effect of weather conditions on the flight of insects, 
particularly the flies which attack fruit and vegetables. 
After playing their part in a wind tunnel for about half 
an hour the flies tend to show signs of fatigue. A disadvan- 
tage of the examination of transparent objects by phase- 
contrast microscopy is the “halo effect”: with the inter- 
ferometer microscope shown by the Associated Electrical 
Industries Research Laboratory this is absent, and the 
phase difference between the two fields can be varied at 
will. New theories about colour vision are being devel- 
oped, and Drs. E. H. Leach and E. N. Willmer showed how 
the perception of colour may be related to retinal structure. 
Another exhibit illustrated Professor A. V. Hill's thesis, on 
which we commented not long ago,’ that animals of the 
same general pattern should be able to jump about the 
same distance whatever their size. Two demonstrations 
were concerned with tropical medicine. The National 
Institute for Medical Research showed the causal organisms 
of various tropical diseases and also some of the insect 
vectors and experimental hosts used in the laboratory. 
Photographs showed how work is progressing with the new 
drug hetrazan, which is used for the treatment of filariasis. 
The other exhibit was arranged by the Department of Para- 
sitology of the London School of Hygiene and Tropical 
Medicine : it showed by means of microscope preparations 
the recently discovered facts about the pre-erythrocytic 
cycles of P: cynomolgi, P. vivax, and P. falciparum which 
Colonel H. E. Shortt and his colleagues have described 
in this Journal.” 

The unexpected behaviour of living matter was con- 
vincingly demonstrated in a remarkable French film entitled 
“ Substitution of the Nucleus of an Amoeba.” An amoeba 
can live without its nucleus for some days, but its life- 
processes gradually weaken and cease within this period. 
A new nucleus from another amoeba can be inserted, and 
the reconstructed amoéba then continues to live normally. 
That this experiment can be shown on a film has been 
made possible by the invention of a new micro-manipulator 
by Dr. Pierre de Fonbrune. With this manipulator the 
needle makes linear movements 1,200 times smaller than 
the movements imparted to the controls by the operator. 
The removal of the nucleus of the amoeba appears on 
the screen to be a mutilating operation, not unlike the 


1 British Medical Journal, 1949, 2, 1162. . 
2 Ibid., 1948, 1, 192; 1948, 1, 547; 1948, 1, 1225; and 1949, @, 1006. 
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extraction of a tooth from a human being. Not all 
amoebae are constitutionally capable of standing up to this 
rough treatment. 





PSI PHENOMENA 


The visit to this country of Professor J. B. Rhine, director 
of the parapsychology laboratory, Duke University, North 
Carolina, has excited much interest. Professor Rhine is in 
charge of what is said to be the only university department 
devoted solely to research on extra-sensory perception, or 


what he calls the psi phenomena. When he addressed the - 


Section of Psychiatry of the Royal Society of Medicine on 
May 10 it was the first time that the subject had been 
broached at such a meeting, and the attendance was so 
large that the proceedings had to be relayed to another 
hall. On the following evening he gave the Myers Memorial 
Lecture to the Psychical Research Society, and again there 
were a packed hall and waiting queues. Professor Rhine 
is very frank with his audiences. He does indeed claim 
that clairvoyance, which was defined by Myers as the faculty 
or art of perceiving, as though visually, a distant scene with 
some coincidental truth, has been confirmed by scientific 
tests carried’ out at Duke University. The accurate 
“ guesses” were much too frequent to be ascribed to 
chance ar what the statistician would call random dis- 
tribution. Precognition also he thinks to be established, 
even if only to the extent of being able to foretell which 
is the next card to be turned up in a pack. But telepathy, 
or the mind-to-mind transfer of thought, which was the 
subject of his Myers Lecture, was left by him ‘in the air, 
or whatever the appropriate medium may be. He declared 
that we are never likely to know whether telepathy of the 
mind-to-mind type occurs. What seem to be manifestations 
of it may be only clairvoyant perception of the brain state 
of the other person, or perhaps a perception of his “ sub- 
vocalization movements.” The establishment of a non- 
physical aspect of personality, for which the original work 
on telepathy was designed, now rests entirely on experi- 
ments in clairvoyance, and telepathy and clairvoyance 
cannot be differentiated. “It may well be that telepathy 
occurs ; we do not know, and we do not know how to tell.” 
Professor Rhine was also non-committal on the subject of 
spirit survival. The question turned, he said, on whether 
there is a spirit, that is to say, whether there is a distinct 
spiritual division of personality or merely certain spiritual 
powers that function extra-physically only during the living 
interaction of the mind-body unit. “Our object,” he told 
the Psychical Research Society, “is not to try to prove 
survival ; rather it is to discover how far personality is 
independent of physics and where that interrelationship 
really takes us.” 
The purpose of Professor Rhine’s address to the Royal 
Society of Medicine was to plead for the co-operation of 
psychiatrists in the study of para-psychology, another name 
for psychical research. The possession of psychic powers, 
he said, is not the gift of a few abnormal individuals ; on 
the whole, the nearer normal the person the more 
“ psychic ” he is likely to be. Experiments on patients in 
mental hospitals have shown poorer results than experi- 
ments on mentally normal people. Mental health is an 
advantage in the performance of the tests, and outstanding 
among those who obtain the best results are young people 


of excitable, eager, and responsive temperament. Some 
differences have, however, been observed in patients before 
and after shock therapy and under narco-analysis, and 
patients with concussion have yielded some data. Profes- 
sor Rhine’s hypothesis is that, overlaid by the developed 
mind, there’ are primitive powers which have been forced 
into dormancy—powers analogous to the homing instinct 
of animals—and which under some stimulus may be 
released from their inhibition. The manifestations are 
independent of space. Thought-reading, if that term can 
be used, may take place between persons in the same room 
or in different continents. In the earlier researches on this 
subject the powers in question were associated with the 
hypnotic state, and only gradually was it realized that 
hypnotism was not necessary to evoke them. Some, but — 
not all, of the followers of Freud have become aware of 
these manifestations during psycho-analysis; they have 
occurred between analyst and patient or patient and patient. 
A questionary, said Professor Rhine, was sent to some 
700 workers in the United States—presumably interested 
in psycho-analysis—and about one-quarter replied that they 
had encountered these experiences, while 68%, whether 
they had encountered them or not, thought the subject 
worth following up. 

The subject lends itself to speculation, but hardly to 
useful,comment. One question of terminology, however, 
is important. Professor Rhine in his two lectures fre- 
quently used the words “spiritual” and “ materialistic ” 
as having some moral quality, worthy in the one, unworthy 
in the other, and he seemed to claim that this thrusting out 
beyond the frontiers of the mind is spiritual, not merely 
in the sense of transcending physical powers as we know 
them, but in a religious and philosophical sense. But even 
if all these extensions of human personality were fully 
proved man would not necessarily be a more spiritual 
creature in the Pauline sense of the word. Certainly the 
extra-sensory perception which consists in an ability to say 
which card of a pack has been selected by someone in an 
adjoining room has no moral content. It is as well to be 
clear on the terminology of this new science if it is a 
science. Those who cannot accept the hypothesis or 
who question the results should not be denounced as 
“ materialistic.” 


INTRODUCING A HOSPITAL 
The large hospital of to-day is a highly complex organiza- 
tion. Its many departments provide facilities for a wide 
range of investigations and treatments, but incidentally 
make its administration more difficult. A further compli- 
cation arises from the vagaries of local practice. No two 
hospitals are alike, and a doctor moving to a new hospital 
may take weeks or months to become familiar with its 
working arrangements. To meet this problem the Radcliffe 
Infirmary has produced a handbook.! The book is designed 
mainly for house-officers, but will be of use to students 





‘and others also. The Regius Professor of Medicine at 


Oxford, who contributes a foreword, sums up the object 
of the book with admirable brevity: “ How to do things, 
where to get things, who is who, and what is what.” 
Although the book contains some information of only 
local interest, much’ of: it is applicable to any hospital. 


1 The Radcliffe Infirmary Handbook, 1949, Oxford. Copies may be obtained 
from the Records Officer, Radcliffe Infirmary, Oxford. Price 7s. 
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Even the section on administration, which contains such 
mundane topics as the regulations governing house-officers 
at the Radcliffe Infirmary, gives valuable information not 
easily remembered. For example, how many doctors could 
say off-hand what diseases must be notified to a coroner or 
to the Home Office under the Factories Act of 1937, and 
how many know that a diagnosis of pulmonary fibrosis on 
a death certificate is taken to indicate pneumoconiosis and 
is to be reported by the Registrar of Deaths to the coroner ? 
The section on clinical pathology is full of information. 
It contains lists of normal values and errors of the methods 
used ; details of how specimens are to be collected for all 
common pathological investigations ; a full account of the 
investigations normally carried out by house-officers ; and 
an account of blood transfusion with notes on haemolytic 
disease of the newborn. Similar information on bio- 
chemical tests follows. The radiology section describes the 
methods of preparing patients for the various special x-ray 
examinations and issues warning guidance on the signi- 
ficance of negative radiological findings. Other sections 
discuss the system of note-taking, the organization of the 
records department, the anaesthetics department, and the 
dispensary, and the book closes with a few miscellaneous 
topics. This is a useful compendium of the many exact 
details concerning practical procedures which the busy 
clinician finds difficult to carry in his head and even more 
difficult to locate in conventional textbooks. 





HOT WATER AND CLEANLINESS 
In an investigation recently undertaken for the Ministry 
of Health Maddock! found that out of 33,677 patients 
admitted during 1947 to certain selected hospitals (mainly 
those for infectious diseases) 18% were infested with head 
lice or nits. The infestation rate was highest in the cities 
and lowest in the county areas: in four county boroughs 
the rate per 100 for girls aged 9-13 was 41.5 ; for girls aged 
14-18 it was 23.9; and for all women aged 19 and over 
it was 6.9. Though these figures are an improvement on 
those obtained in a similar investigation covering the years 
1938-40, they are an unpleasant indication that bodily 
uncleanliness is still an important public health problem. 
Nor is it altogether surprising that the head louse has not 
been eradicated in British homes. According to the results 
of a survey”? undertaken during 1947 at the instance of the 
Social Survey Panel of the Scientific Advisory Committee 
of the Ministry of Works less than half out of a repre- 
sentative sample of 6,000 households have a bathroom of 
their own, and only slightly more than half have the use 
of one. In about one-third of the households baths have 
to be taken in the kitchen or in some room used for other 
purposes as well, generally in a portable bath. In 12% 
of households there is no bath at all (in Scotland the figure 
is 35%). As many as 15% (22% in London) of households 
have no water-heating appliance at all—not even a copper 
—while in 28% of households the copper is the one and 
only appliance. In 44% of households there is no piped 
hot water, and in as many as 56% water for washing is 
heated in kettles and pans. Over one-third of the house- 
wives interviewed in this survey expressed dissatisfaction 
with the methods of heating water for washing clothes. It 


1 Mon. Bull. Min. Hlth, 1949, 8, 26. 
2 An Inquiry into Domestic Hot Water Supply in Great Britain, 1950, London: 


H.M.S.O. 





is not easy to keep clean without a good supply of hot 
water, and the difficulty is all the greater when water has 
to be carried into the house from outside. Yet 7% (21% 
in rural areas) of the households investigated in this survey 
had no piped supply of cold water. 


— 


GRAPHITE PNEUMOCONIOSIS 
Since 1945, when Dunner! reported finding radiological 
changes of varying degree in five workers who had been 





-unloading graphite from ships for five years, there has been 


speculation about whether graphite was capable of causing 
a pneumoconiosis. Dunner considered that the changes 
indicated fibrosis of the lung, and later, in 1946, he reported 
a case of what he called “ necrosis cavitation ” in a graphite 
worker.? Most of the graphite used comes from either 
Ceylon or Madagascar, and Dassanayake* published a 
review of the health of plumbago miners in Ceylon, He 
pointed out that the mining of graphite resembled metalli- 
ferous mining in that the carbon occurred in lodes between 
granite. The workers did not remain in the mines for 
long but were continually changing. Nevertheless Das- 
sanayake found radiological evidence of abnormality in 
these workers which was similar to that observed in those 
employed in metalliferous mining. Graphite itself is not 
a pure substance ; most of the carbon used commercially 
is graphite, though some is made by burning oil. In the 
Chisone valley near Turin, where Parmeggiani* has carried 
out an investigation, the graphite contains about 10% free 
silica. Among 66 miners the incidence of pneumoconiosis, 
determined radiologically, was 19.5%, and among 336 
electrode workers it was 2.4%. 

Gloyne, Marshall, and Hoyle® have recently observed 
graphite pneumoconiosis in two men who had been working 
in a mixture of silica, silicates, and graphite. During life 
these men were diagnosed as having a dust reticulation, 
which later caused massive shadows on the radiograph. 
At necropsy the lungs were found to be blackened by 
graphite dust, and massive nodules of silicosis were present, 
with ragged cavities in them containing similar black secre- 
tion. The histological pattern of the pulmonary lesion 
was that of a dust reticulation with superimposed con- 
glomerate nodules of silicosis and mixed nodules resem- 
bling those of the coal-miner’s lung—a condition well 
described by Gough® in 1947. A further three cases have 
been reported by Harding and Oliver.’ These authors 
also point out that the radiological and histological findings 
were similar to those found in the South Wales coal 
workers. It is therefore now clear that men working with 
graphite can develop a pneumoconiosis, but this of course 
is due to the fact that graphite used commercially is not 
a pure substance but always contains a mixture of silica 
and silicates as impurities. 





The next session of the General Medical Council will 
open on Tuesday, May 23, at 2 p.m., when the President, 
Professor David Campbell, will take the chair and deliver 
an address, 





Brit. J. Radiol., 1945, Ly 2. 

* Deaner, Land 
3 Brit. J. industr. M 
§ Ibid., 1950. 7, 42. 
5 Thorax, 31. 
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REFRESHER COURSE FOR 


GENERAL PRACTITIONERS 


CONGENITAL HEART DISEASE—I 


BY 


MAURICE CAMPBELL, 0O.B.E., M.D., F.R.C.P. 
Physician-in-charge, Cardiac Department, Guy's Hospital, and Physician, National Heart Hospital 


The exact diagnosis of many forms of congenital heart 
disease is difficult and may require complicated investiga- 
tions. Some forms, however, can be diagnosed with con- 
fidence by simple clinical methods, and most others can 
be placed within a group that allows good advice to be 
given about the degree of activity and the prognosis. 
Symptoms are generally more important than physical signs 
in judging this. Too many patients are still more limited 
than they should be because of the finding of a systolic 
murmur ; the improvement that is sometimes noted after 
the age of 14 may simply mean that the child has broken 
free from unnecessary restrictions imposed at school, and 
has increased his activity within the natural limitations of 
his heart. 

The general principle should be to find the child’s full 
capacity by a gradual increase in activity and then to keep 
the daily activity a little below this, with adequate rest 
and a long night in bed. The child should be carefully 
treated for transient infections, and sulphonamides should 
be used readily to minimize the risks of bacterial endo- 
carditis. 

The first fundamental division of congenital heart disease 
is into acyanotic and cyanotic cases. This is so important 

that the cyanotic 

\J Po group should mean 

indubitable cyanosis 

Potent ductus orterions ot rest, and those 

— in whom cyanosis is 

only occasional or 

seen only sometimes 

after exertion should 

be left in a special 
third group. 

ew Central cyanosis 

at rest indicates a 

right-to-left (venous-— 

arterial) shunt and 

Fic. 1.—The three common causes of therefore gives at 


left-to-right shunts. If large enough these * hoe 
will cause pleonaemic lungs. once a partial diag 
nosis. Senac as long 


ago as 1749, in his Traité de la structure du ceur, de son 
action et de ses maladies, explained cyanosis as being due 
to a mixture of venous with arterial blood through an 
absence of the ventricular septum, but it is only recently 
that the full validity of this generalization has been 
accepted (Fig. 1). 

The second division, which has become almost as funda- 
mental since the poss‘b‘lity of increasing the blood flow to 
the lungs by subclavian—pulmonary anastomosis (Blalock— 
Taussig operation), is into those in whom the blood flow 
to the lungs is increased and those in whom it is diminished. 
Although this is of more practical importance for cyanotic 
cases, it provides a helpful subdivision for acyanotic cases 
also. The distinction is made mainly by radioscopy, but 
in well-marked cases the radiograph may be distinctive 
and on physical examination the increase or diminution 
of the pulmonary second sound may give a clue to which 
‘is likely to be found (Figs. 2a and 2b). 


Auricular septol defect 


The distinction is so important that I hdve introduced 
the words “ oligaemic” and “ pleonaemic” to indicate the 
groups where the blood flow to the lungs is diminished and 
increased respectively* (Fig. 3). Oligaemic lungs are shown 
by light lung fields, often with light vascular markings. They 
are most common in the cyanotic group, though acyanotic 














Fic. 28.—Oligaemic lungs. 


examples are found in pure pulmonary valvular stenosis. 
Pleonaemic lungs are shown by dense lung fields, generally 
with large pulmonary arteries and increased vascular mark- 
ings, often with easily seen pulsation in the pulmonary 
branches. 


*I am indebted to Mr. E. L. York, classical tutor of New College, 
Oxford, for oAryamos, and to Dr. H. St. H. Vertue for the com- 
panion word mAeovaimos. 
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Pleonaemic lungs indicate a left-to-right (arteriovenous) 
shunt and so give part of the diagnosis at once. Among 
the acyanotic cases auricular septal defect, ventricular 
septal defect, and patent ductus arteriosus are the main 
examples, and all these may give a somewhat similar radio- 
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graph, though i in most cases of ventricular septal defect the 
opening is small (“ maladie de Roger”) and the changes 
in the lung fields may then be trivial. 

The same radiological picture in cyanotic cases indicates 
that there is a left-to-right shunt, as well as the right-to-left 
shunt causing the cyanosis, 


ACYANOTIC CONGENITAL HEART DISEASE 


In the acyanotic group two conditions are of special 
importance because they can be cured by surgery, and 
both can be diagnosed by simple clinical methods—patent 
ductus arteriosus and coarctation of the aorta. In the 
others exact diagnosis is less important, and advice should 
be based mainly on the child’s capacity, though naturally 
the size of the heart will influence this. 


Ventricular and Auricular Septal Defect 


Ventricular septal defect is thought to be the commonest 
congenital lesion. Occasionally the defect may be large 
and high, and then the mortality is considerable even in 
infancy ; more often it is small (“ maladie de Roger ”), and 
this is perhaps the least serious of all congenital lesions, 
many patients leading a normal life as adults. A rough 
systolic murmur in the fourth space on the left side with 
a thrill in a patient with little disability may be taken as 
good evidence of this diagnosis provided there are no 
other gross abnormal findings. 

Auricular septal defect is most often recognized for the 
first time in adult life*(70% ‘BétWeen 20 and 50 years of 
age). It is the most common congenital lesion found 
post mortem, though the “ maladie de Roger” is probably 
more common, The most distinctive feature is the x-ray 
appearance of the pleonaemic lung in its most complete 
form, with large dilated pulmonary arteries with striking 
pulsation, though a true “hilar dance” is seen in less 
than half. 

Clinically, the main characteristic is the large heart with 
a good capacity for exertion, though, as most patients 
finally die with congestive failure, this to some extent 
depends on the stage at which the diagnosis is made. 
Two-thirds of the patients have a systolic murmur in the 
pulmonary area and often at the apex also, and nearly 
a quarter have a pulmonary diastolic murmur, The pul- 
monary second sound is accentuated in more than half 
of these cases. 


The electrocardiogram is helpful: right axis deviation 
is present in 80%, some widening of QRS above 0.1 second 
in 50%, and»a,P-R interval of over 0.2 second in about 
40%, often with a large bifid P wave. 

Calculations from the relative size of the aorta and pul- 
monary) artery in average cases of auricular septal defect 
suggest that half the volume of. blood in the left auricle 
is shunted into the right auricle, and that two-thirds of 
the blood is circulating round the pulmonary circuit and 
one-third round the systemic circuit. 

Towards the end, as, failure is developing, many patients 
get slight cyanosis on exertion, but not much more than \ 
patients with mitral stenosis. Haemoptysis may occur ; and 
heart failure and, less commonly, pulmonary infarction 
are the main causes of death. - 


Patent Wuctus Arteriosus 


This lesion can be diagnosed by a continuous murmur 
though systole and diastole, generally best heard on the . 
left side in the first and second spaces and sometimes: very 
high up under the clavicle. The thrill may be equally 
continuous or may be mainly in systole. With this there 
is generally a wide pulse pressure and other signs such as 
are found in aortic incompetence, and the degree of these 
will give some idea of the amount of blood passing through 
the ductus. The size of the heart and the degree of dila- 
tation of the pulmonary artery on radioscopy will provide 
further evidence. Often the continuous murmur may not 
develop till the child is 3 or 4 years old, and before this, 
in the presence of a systolic murmur only, no certain 
conclusion can be reached without full investigations, which 
are not indicated at this stage. 

This condition can .be cured completely by operation, 
and, if symptoms or significant enlargement of the heart 
make operation advisable, it should be carried out between 
the ages of 6 and 12 or, indeed, at any time up to the 
age of 20. Even after 20 the advantages of operation 
should not be forgone in suitable cases, but the risk is 
greater and the disability may not justify it. Some author- 
ities advise operation in every case in which the diagnosis 
is made with certainty, but in early childhood there is 
some chance of the ductus closing spontaneously, and many 
patients with little enlargement of the heart get on well 
through adult life. Bacterial endocarditis .is a-consider- 
able risk, but now that it can be cured with penicillin 
this danger is a less decis:ve indication, for immediate 
operation. 

The risk of operation is not great in the hands of an 
experienced thoracic surgeon, perhaps as low as 2 to 3%. 
If bacterial endocarditis is already present when the diag- 
nosis is first made, immediate treatment with penicillin 
should be instituted and operation carried out when the 
patient has responded and is in better general condition. 
If the response is not good, operation should not be 
deferred, as it was curative in some of these cases even 
before the introduction of penicillin, but the operative 
risk is then greater. 

The routine operation should he ligature of the ductus, 
and the risk of recanalization is slight. Before carrying 
out the operation it is essential to make sure that the 
ductus is the only lesion. The slightest degree of cyanosis 
or of right ventricular preponderance in the electro- 
cardiogram suggests some complication as well as a patent 
ductus, and the patient might then be made worse by 
its closure. Aortic regurgitation may sometimes simulate 
the condition. / 
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Coarctation of the Aorta 


This condition is still missed, as was shown by the finding 
of it in many men during or even at the end of their 
military service during the recent war. The auscultatory 
signs are often insignificant, though there are generally 
systolic murmurs which may be widespread and heard in 
the back over dilated collateral vessels. 

The essential feature is the high pressure in the upper 
part of the body, with a lower pressure in the legs; and 
if the femoral pulse is felt for in all patients with high 
brachial blood pressure or with abnormal pulsation in the 
neck the diagnosis should not be missed. Dilated collateral 
vessels will then probably be found over the chest and 
back, especially round the scapula. These are often made 
more obvious if the patient bends forward with his arms 
hanging by his side. Notching of the ribs on the x-ray 
films may be further confirmation, but the diagnosis should 
be made first without this. 

This condition can now be cured by surgery, but it is 
more’ difficult to decide whether operation is indicated, 
as the prognosis is often good and the operative risk is 
much greater. The rise of blood pressure is not progressive 
through life, though it may progress in childhood and may 
not reach its maximum figure till 12 or even 20 years of 
age. The patient with a blood pressure of 200 may show 
no more than a little left ventricular enlargement and may 
not become more handicapped in the course of another 
twenty years. Roughly speaking, the prognosis is good 
in these patients without symptoms in whom the lesion is 
found by routine examination after the age of 20, and 
not so good in those in whom symptoms develop in 
childhood, though very slight limitation on exertion 
or slight aching of the legs need not count in this 
direction. 

Operation should be performed only by those with 
special experience, and even in such hands the mortality 
may be about 15%, though possibly the next few years 
may show some reduction in this. 

If the patient has serious symptoms in childhood, or 
if the blood pressure continues to rise greatly after 14 or 
15 years of age, operation should probably be advised. 
After 20 the risks of operation are much greater and 
an anastomosis of an aorta that already shows athero- 
matous change may be difficult or impossible, so that a 
greater degree of disability would be needed to justify 
the risks. 

Aortic incompetence is a fairly common association and 
may be due to dilatation of the aorta or to changes in 
the aortic valves and may be responsible for some of the 
disability. Congenital cerebral aneurysms are often present 
in these cases and may lead to fatal subarachnoid haemor- 
rhage, and though the risk of this is minimized by reduc- 
tion of the blood pressure it is not entirely removed. 


Pulmonary Valvular Stenosis 


This may occur with Fallot’s tetralogy but more often 
with a closed ventricular septum. The stenosis may not be 
severe in spite of striking physical signs—a rough systolic 
murmur and thrill, and a diminished second sound in the 
pulmonary area—and the patient may go through life 
somewhat but not greatly limited, and may remain acyan- 
otic till the end. When the stenosis is more severe the 
_ course will depend on'whether the foramen ovale is sealed 
when the pulmonary stenosis forces the pressure on the 
right side above that on the left. If it is sealed so that 


there is no chance of a right-to-left shunt developing, the 
patient will remain acyanotic but the heart will hyper- 
trophy greatly in an attempt of the right ventricle to 
overcome the stenosis. 

If a patient in the “teens” or early twenties who has 
been acyanotic becomes cyanotic and much more disabled, 
the most likely diagnosis is pulmonary valvular stenosis 
with a right-to-left shunt through a patent foramen ovale. 


Borderline Cyanosis 


The diagnosis is difficult in this intermediate group, in 
which it is hard to decide if the patient is cyanotic or 
acyanotic, as so many possibilities have to be considered. 
The cause of the cyanosis may be peripheral. Some patients 
will become cyanotic in the course of a few years—for 
example, those with pulmonary valvular stenosis in whom 
the pressure on the right side is rising and forcing the 
shunt through a foramen ovale that was not sealed. Others 
will remain much the same without any increase of cyanosis 
until terminal heart failure, and these often have large 
septal defects. The only cases of immediate practical 
importance are those rare cases of Fallot’s tetralogy in 
which the disability is great and the cyanosis trivial, pro- 
bably because the pulmonary stenosis is severe and the 


aorta only slightly overriding : even then it is rare for the 


cyanosis not to be constantly present at rest. 


Illustrated by Miss Sylvia Treadgold. This article will be 
concluded next week. 


THE LEBANON HOSPITAL 


The fifty-first annual meeting of the Lebanon Hospital for 
Nervous Diseases was held at Manson House, London, on 
April 28. This hospital was founded in 1900 at Asfuriyeh, 
on the slopes of Mount Lebanon, about six miles from Beirut. 
It was founded on the initiative of a Swiss missionary, and 
the money was raised in Europe, with a central committee in 
London. Britain has played a leading part in raising funds 
for the hospital and providing staff. Dr. William Ford Robert- 
son, the new,medical director, formerly director of the West 
of Scotland Neuropsychiatric Research Institute, recently took 
up his duties. 

At the meeting the value of the work of the hospital was 
stressed by Sir Ronald Storrs, who presided, and by the 
Lebanese Minister in London, Dr. Victor Khouri. Dr. Khouri 
mentioned that the Lebanon itself was now contributing to 
the upkeep of the hospital, and a gift had been received from 
the Lebanese Government. Mr. Raymond Baldwin announced 
that it was intended to improve the reception block, build 
married quarters for the miedical staff, and sink a new well. 

Professor Alexander Kennedy presented the medical report 
for the past year, prepared by the senior resident physician, 
Dr. Manugian. Drawing attention to the variety of nationali- 
ties and religions among the 253 male and 187 female in- 
patients admitted during 1949, Professor Kennedy said that 
he doubted whether any hospital could be as free from preju- 
dice of any kind. The Lebanon Hospital was regarded as the 
best of its kind in the Middle East. All modern treatments 
were used, and the results compared favourably with those of 
mental hospitals in Britain. He thought that the hospital would 
have a very important function in the training of doctors. It 
had been training nurses for some time, and he was disappointed 
that there had not been-a better response from other mental 
hospitals in the Middle East to a circular calling attention to 
the existence of the nurses’ training school. In addition to its 
in-patient facilities, the hospital ran a neuropsychiatric clinic 
in Beirut, in which there had been 2,121 consultations during 
the past year. 
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X-RAY PRINTS BY TELEPHOTO 





An interesting experiment was carried out recently by the 
Aberdeen Press and Journal. Three x-ray prints made in 
London were transmitted by telephoto from Kemsley House 
to the offices of the Press and Journal in Aberdeen. The items 
selected for this experiment were radiographs of the chest, of a 


horse’s hoof, and of the hand, which latter is here reproduced. . 


The print numbered (1) is the original used at Kemsley House, 
while (2) is the print made a few moments later in Aberdeen. 
Obviously there is some loss of definition, but it is not as much 
as might have been expected. 





DYSENTERY IN ENGLAND AND WALES 
IN 1950 


MEMORANDUM BY MEDICAL OFFICERS TO THE 
MINISTRY OF HEALTH 


There have been 3,938 notifications of dysentery in the first 
quarter of the current year, the great majority of them due to 
infections with Shigella sonnei. In comparison, the notifications 
in the first quarter of 1945 (a year with the highest incidence of 
the disease previously recorded) were 5,163. The monthly 
average of weekly notifications for March, 1950, was 367, com- 
pared with an average of 208 for the same month in the nine- 
year period 1941-8, while the notifications in the week ending 
March 25 of the current year were 427, an incidence only 
exceeded by the 445 notifications in the last week of February. 
In these circumstances the possibility cannot be ignored of the 
present year, after four years of comparatively low incidence, 
becoming comparable to 1945. 

The largest numbers of notifications have been in the North, 
and to date the West Riding of Yorkshire has headed the list, 
with the county boroughs, particularly Sheffield, as the main 
contributors. Notifications in Durham, Northumberland, and 
Lancashire have also been high. In recent years the greatest 
numbers of cases have been reported in February, March, and 
April, and in September and October. Notifications in the 
other months of the year have not been immaterial, but 
curiously enough the figures have been low in the hot summer 
months. 

Geographical distribution is remarkable in that some counties 
notified practically no cases, and since October 1, 1949, Bucks, 
Dorset, Hereford, Herts, Northants, Rutland, Salop, Somerset, 
Westmorland, Wilts, and all the Welsh counties except Caer- 
marthen, Glamorgan, and Monmouth have produced less than 
10 cases each. It is a matter for speculation to what extent 
these low figures are due to failure of notification. 

Although detailed analyses by age groups are not available 
there is little doubt that the pattern of the disease is much the 
same as previously and that the 0-5 age group is sustaining 
the main weight of the attack. Day nurseries, nursery schools, 
and classes have suffered particularly, although spread within 
families has also been very evident. 

Clinically, the disease is mild in type and the death rate has 
been negligible. Nevertheless, concern is justifiable on account 
of the week or more of lowered health after the attack, the 
occasional severe case, and the rare deaths. It is even more 
justifiable owing to the effect on industry of absence from 
work of large numbers of mothers who perforce remain at 
home to tend their sick children instead of leaving them in 
the care of day nurseries, nursery schools and classes, and 


similar institutions. 


Sources of Infection and Infectivity 


While the faeces of the frank case present an obvious source 
of infection, it is probable that convalescent symptomless 
excreters and other undetected and mild cases, especially in 
children, are the greatest danger, in that they may continue to 
excrete the organism for some weeks and often intermittently. 
Adults and adolescents are not as great a risk to the com- 
munity as children, but they cannot be lightly dismissed as 
sources of infection when employed as food-handlers or in the 
care of young children, and particularly when their personal 
hygiene is not all that it should be. Chronic carriers are prob- 
ably not as important an epidemiological factor in the spread 
of this disease as the more temporary excreters. 

The infectivity of Sh. sonnei is very great, and there is little 
doubt that comparatively few organisms are required to initiate 
infection in a child. The disease can in fact be classed with 
such highly infectious diseases as chicken-pox and measles. 


Notification - 


Notification is an important feature in preveation, and reason- 
able accuracy is essential. The term “dysentery” comprises 
not only, as in the past, fatal cases and those severe enough 
to be notified on clinical grounds (usually with the presence of 
blood and/or mucus in the stools and with tenesmus), but also 
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any cases of diarrhoea in which the medical practitioner has 
reason to believe, on epidemiological or clinical grounds, that 
the infection is dysenteric, as well as those mild and even 
symptomless cases diagnosable by laboratory methods only. 
Notification on this basis should be the general practice, and 


_the procedure should not vary in different areas. The fact, 


moreover, that a case is mild in type should not, in view of its 
danger to the community, be used as an argument for non- 
notification. 

The infection may be ingested with aliments contaminated 
directly or indirectly by individuals handling them, or through 
eating- and drinking-utensils similarly infected. Flies and dust 
may also at times spread the disease. Probably, however, 
greater emphasis should be placed than is the case at present 
on the spread of infection by direct personal contact between 
children, as well as through the medium of communally used 
toys and other articles. It is not unlikely that hand carriage of 
the organism is, in such circumstances, the chief operative 
factor. Adults, too, apart from possibly infecting food and 
feeding-utensils handled in the course of their duties, may at 
times act as direct mechanical carriers of the disease to children 
with whom they deal. 

Detection 


In a disease of so high a degree of infectivity as Sonne 
dysentery and with such rapidity of spread, rapid recognition 
is vital. Clinically the signs and symptoms, varying as they do 
according to the severity of the infection, are too well known 
to need discussion. From the bacteriological point of view, 
laboratory confirmation of a suspected case is important, and 
a specimen of the stools should be sent at once with this in view. 

In institutions a rectal swab gives the best results, but must 
reach the laboratory within four to six hours. This method, 
however, has the disadvantage that such a specimen can be 
taken only by a.medical officer, a qualified nurse, or a health 
visitor. Difficulties therefore arise on this score when the 
disease is very prevalent, and it should be noted that the 
ordinary stool specimen is often satisfactory, though in institu- 
tions care must be taken to prevent contamination of specimens 
from imperfectly sterilized chamber pots and bedpans. It is 
important that such specimens should reach the laboratory 
within 24 to 48 hours. Results can be furnished by laboratories 
within 24 hours with practically complete accuracy. The impor- 
tance of examination of faecal specimens from contacts, or 
indeed from members and staff in general of closed or semi- 
closed communities, will be appreciated in view of the occur- 
rence of large numbers of symptomless excreters in many 
outbreaks of Sonne dysentery. 

Bacteriological search for such excreters and mild cases will 
therefore often pay a dividend and should be undertaken when, 
in consultation with the local public health laboratory con- 
cerned, such a course of action is judged advisable. It is, 
however, unlikely to be of advantage outside such communities 
as day nurseries and the like save in special circumstances. 

It is important to realize that much still remains to be learnt 
about the natural history of Sonne dysentery and that investiga- 
tions of the nature mentioned should be regarded as research 
and be adequately recorded and controlled. At the same time 
it should be ensured that results of any material value are 
suitably publicized. 

Bacteriological tests‘of cure also require consideration. It 
is safe to say in this connexion that existing knowledge does 
not allow of a precise statement of how many consecutive 
daily negative stools are necessary before bacteriological cure 
can be guaranteed. It has been thought by some that a mini- 
mum of 12 such stools is the requirement. Whatever the truth 
of the matter, a clearance test involving more than three 
consecutive daily negative stools will under most circum- 
stances be impracticable. 


Prevention and Further Research 


In the present state of knowledge, chief reliance in prevention 
must continue to be placed on the old and tried methods applic- 
able to any disease in which the source of infection of the 
community is the faeces of the case or carrier. It is, however, 
true that we lack information on certain aspects of the trans- 


mission of Sonne dysentery and that investigations to fill in these 
gaps in our knowledge might well be of value and result perhaps 
in greater emphasis on some measures and less on others. 

The probable importance of the hands as mechanical carriers 
of the infection has already been alluded to. Investigations into 
this to gain more precise information could be carried out 
without great difficulty and might establish the relative influ- 
ence of hand carriage in transmission, the effectiveness or not 
of present methods of hand hygiene, and the possibilities of 
their improvement. 

Information is lacking, too, on the distribution of the Sonne 
bacillus in the environment of infected day nurseries and other 
centres. The organism may be ubiquitous under’ such circum- 
stances, but there appears to be little proof of this. An investi- 
gation into the matter might well be carried out and lead to 
improvement in prophylactic measures. 

It is the opinion of many that individuals may become 
infected through the medium of the washing up of feeding- 
utensils. Washing-up water is frequently contaminated with 
human faecal organisms, and measures are prescribed to limit 
such contamination. On the other hand, there is evidence that 
even with the apparently adequate practice of such measures, 
including hand hygiene in a day nursery or similar institution, 
contamination still occurs and with unexpected rapidity. Fur- 
ther investigation into the sources of such contamination would’ 


be likely to be of considerable assistance, and the results might . 


well point the way to improved technique. 

As a corollary to the foregoing is the need for establishing 
the best way to clean feeding utensils, the best detergent to use, 
and, if the lack of the optimal apparatus renders chemical dis- 
infection necessary, the most satisfactory disinfectant to apply. 
In general, it is emphasized again that our knowledge of the 
natural history of the Sonne bacillus in a community is not all 
that it should. be, and there is much to be said for adding to it 
if we are to evolve the best methods of prevention. 


Chemoprophylaxis 

Chemoprophylaxis must ever be secondary to basic preven- 
tive measures of the normal type. It is, however, to chemo- 
prophylaxis that the hygienist must turn in such epidemiological 
circumstances as those of Sonne dysentery at the present time, 
for the reinforcement of basic methods not yet developed to 
full efficiency. 

The sulpha drugs offer the best line of approach, though the 
possibilities of chloramphenicol or similar antibiotics in pre- 
vention and treatment in the not-too-distant future must be 
borne in mind. Very little is known about the relative efficacy 
of sulpha-prophylaxis in Sonne dysentery, and its employment 
should be regarded in the light of research, as well as of its 
probable value as an adjunct to the more usual kinds of pre- 
ventive measures. Under such circumstances due regard should 
be paid to the need for its proper control and recording .and 
for the publication of results obtained. Local health authori- 
ties or others initiating chemoprophylactic schemes should act 
in the closest liaison with directors of public health laboratories, 
who will give all the help they can. 

It is suggested, in the existing state of knowledge, that 
succinylsulphathiazole (B.P.)' is the drug of choice, particu- 
larly in view of the small degree of its absorption from the 
bowel and the resulting minimal risk of the production of 
sulpha-resistant strains of streptococci and other organisms 
elsewhere in the body. Sulphaguanidine is from this point 
of view in much the same category, but is possibly not quite 
as efficient in action. ' 

Sulpha-prophylaxis has its most important application in 
semi-closed and closed communities such as day nurseries, 
nursery schools and classes, residential nurseries, and schools 
and similar institutions in which dysentery makes its appear- 
ance. Apart from the exclusion and curative treatment of 
actual cases, the question arises whether all the children and 
adult staff should be included in such a prophylactic treatment 
scheme or only those who are found to be symptomless 
excreters. A decision should not be taken in this connexion 
without consultation with the director of the local public health 
laboratory. There does seem to be much to be said for 


1See Vollum, R. L., and Wylie, J. A. M., Lancet, 1946, 1, 91. 








SH 
OURNAL 


May 20, 1950 


DYSENTERY IN ENGLAND. AND WALES 


Bririsn 


MEDIcAL JouRNAL 1193 





| in these 
perhaps 
ers. 

_ Carriers 
ions into 
ried out 
ve influ- 
$ or not 
lities of 


e Sonne 
id other 
circum- 
-investi- 
lead to 


become 
feeding: 
ed with 
to limit 
nce that 
easures, 
titution, 
}, Fur- 
1 would’ 
‘Ss might | 


blishing 
to use, 
cal dis- 
») apply. 
of the 
not all 
ng to it 


preven- 
chemo- 
logical 
it time, 
ped to 


igh the 
in pre- 
ust be 
sfficacy 
yyment 
of its 
of pre- 
should 
1g -and 
uthori- 
ild act 
tories, 


, that 
articu- 
m the 
on of 
anisms 

point 
- quite 


on in 
series, 
shools 
pear: 
nt of 
n and 
tment 
ymless 
exion 
ealth 
1 for 
a1. 





the mass application of sulpha-prophylaxis in view of the 
advantages of not having to await information from the 
laboratory about those who are excreting the organism, and 
of the fact that excretion of the bacillus is so often 
intermittent. 

It is reasonable to expect that 4 g. of succinylsulphathiazole 
daily (2 g. with the breakfast meal and 1 g. at the two other 
meals) for one week for children of 2 years of age, increased 
according to age to 6 g. for adults, will give as good results 
as any. Courses of prophylactic treatment modelled on these 
lines may be repeated a second and even a third time if neces- 
sary, given a week’s interval without administration of the 
drug ; moreover, no adverse results of any kind need ‘be antici- 
pated. There need at the same time be no undue anxiety 
about the production of sulpha-resistant strains of the Sonne 
organism. 

It is also important to remember that the apparent failure of 
sulpha-prophylaxis may often be due to reinfection, and there- 
fore that contact of children after chemoprophylactic :treat- 
ment with possible excreters or carriers outside should be 
limited as far as practicable. Most children become non- 
infective within a week or two of the attack, but a few may 
continue to excrete the organism for several weeks. Persistent 
excreters of this sort may have to be segregated from other 
children in the institution. 


Summary 

The incidence of Sonne dysentery in the current year is high, 
and the situation may well approximate in due course to that of the 
peak year of 1945. 

Greater preventive efforts are necessary. 

Notification is at present inefficient, and greater accuracy is 
essential. 

More information is wanted in regard to the natural history of 
this disease in relation particularly to methods of spread in day 
nurseries and similar institutions, to the carrier problem, etc. 

_ More use should be made of sulpha-prophylaxis even though full 
information on the subject is lacking. 

Meantime the strictest attention should be paid to all those 
usual means of prevention which, though not fully effective, are of 
material value in the limitation of the disease. 
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DANGEROUS DRUGS ACTS 


It is proposed to make the following changes in the Poisons List 
and Rules: 

(1) D.F.P. (Di-isopropyl-fiuorophosphonate) will be added to Part I 
of the Poisons List and included in the First and Seventh Schedules 
to the Poisons Rules. The special labelling requirements prescribed 
by the Seventh Schedule will apply to eyedrops as well as to injection 
solutions. 

(2) Deca-, hexa-, penta, etc., methonium iodide will be added to 
Part I of the Poisons List and included in the First and Fourth 
Schedules-to the Poisons Rules. They will be listed as “* poly- 
methylene bis-trimethyl ammonium salts.” 

(3) Antihistamine drugs will be added to Part I of the Poisons List 
and included in the First and Fourth Schedules to the Poisons Rules. 
Exemption will be provided for preparations intended for external 


application only, 
Synthetic Drugs on 

The following drugs to which Part III of the Dangerous Drugs 
Act, 1920, has been applied are added to Part I of the Poisons 
List and included in the First Schedule to the Poisons. Rules: 
: a (a-4-propionoxy-4-phenyl-1 : 3-dimethy!-4-piperidine) 
its salts. 
_ Betaprodine 
its salts. 

Hydroxypethidine (ethyl-4-m-hydroxyphenyl-1-methylpiperidine-4- 
carboxylate) its salts. 

Isoamidone (6-dimethylamino-4 :4-diphenyl-5-methylhexan-3-one) 
its salts. 
' Ketobemidone (4-propionyl-4-m-hydroxyphenyl-1-methylpiperidine) 
ts salts. 

Methadol (6-dimethylamino-4 : diphenylheptan-3-ol) its salts. 

Methadyl acetate (6-dimethylamino-4 :4-diphenyl-3-heptylacetate) 


its salts. 


(8-4-propionoxy-4-phenyl-1 :3-dimethy]-4-piperidine) 


Part III of the Dangerous Drugs Act, 1920, is also applied 
to phenadoxone, a poison at present included in Part I of the 
Poisons List and im the First and Fourth Schedules to the 
Poisons Rules under the description ‘“ 6-morpholino-4 : 4- 
diphenylheptan-3-one ; its salts.” The name phenadoxone and 
the present description will be adopted in Part I of the Poisons 
List and the First Schedule to the Poisons Rules. The refer- 
ence in the Fourth Schedule will be deleted, as no poison in 
that Schedule is also subject to control under the Dangerous 
Drugs Law. ' 

The British and American conventional form has been 
adopted in the Dangerous Drugs Law for amidone, a poison 
included in Part I of the Poisons List and the First Schedule 
to the Poisons Rules. “ Amidone (d/-2-dimethylamino-4 : 4- 
diphenylheptan-3-one) its salts” will accordingly be deleted 
from Part I of the Poisons List and the First Schedule to the 
Poisons Rules and replaced by “ Amidone (6-dimethylamino-4 : 
4-diphenylheptan-3-one) its salts. 


Overage in Ampoules 
Rules 7 and 12 of the Poisons Rules will be amended to 
legalize the supply in ampoules of an additional quantity of a 
poison sufficient to permit the withdrawal and administration of 
the quantity ordered and the amount prescribed. 





—IE=— 


SIR WILSON JAMESON’S VALEDICTORY 


On the day before his retirement Sir Wilson Jameson, Chief 
Medical Officer of. the Ministry of Health since 1940, held a 
Press conference at which he took the opportunity of thanking 
the Press and the B.B.C. for the help they had given him in 
publishing information on public health matters. One of the 
features of his tenure of office has been the cordial relation- 
ship he has established with the Press. During the war he 
instituted regular Press conferences to give journalists infor- 
mation on the health of the nation. He emphasized the help 
which the Press gave over diphtheria immunization and in 
bringing venereal disease into the open for public discussion. 
“In the war, health became news,” he said. “I hope it will 
continue to be news.” At the same time he warned the Press 
of the dangers of premature publicity about untried drugs. 
Explaining that he spoke as a “poor doctor” and not as a 





- politician, he gave a review of the developments during the last 


ten years in public health. The most valuable advance had 
been in chemotherapy. The impetus of war had brought rapid 
developments, with the result that far fewer medical casualties 
and deaths from wounds occurred than in the first world war. 
The reduction of malaria casualties was an example of the 
results which could be obtained when a drug was used intel- 
ligently and, what was most important, combined with Army 
discipline. 

Another development due to the war was the Blood Trans- 
fusion Service. Here a debt was owing to the voluntary organ- 
izations—the Red Cross, St. John’s, and the Women’s Volun- 
tary Services. In 1949 donors gave 456,000 bottles of blood, 
an increase of 72,000 over 1948, but hospitals were now using 
fifty times as much blood as before the war and 200,000 more 
donors a year were needed. He remarked that during the war 
those who gave blood were mostly the older people; the 
time had arrived for younger people to come forward. 

The Public Health Laboratory Service was due directly to 
the war. Another development had been mass miniature radio- 
graphy ; Britain had the best-35 mm. unit in.the world. The 
milk-in-schools scheme had gone ahead; nine out of ten chil- 
dren now had milk at school, and expectant and nursing 
mothers and pre-school children consumed 14 million gallons 
of milk a month. Every day two and a half million school- 
children sat down to a school meal. The establishment during 
the war of special centres for neurosurgery, thoracic surgery, 
plastic surgery, and neuroses was being continued in peace- 
time. The war had also given an impetus to planning. The 
Goodenough and Beveridge Reports and the report of the 
B.M.A. Planning Commission were wartime conceptions. 
Finally, the National Health Service had been brought in. It 
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was going to take years before it could be told what effect 
the Service would have on the health of the community. 

Turning to the vital statistics, Sir Wilson said that in 1939 
the infant mortality rate was 51 per 1,000, the maternal mor- 
tality rate 3.13 per 1,000, and the general death rate 12.1. 
The figures for 1949 (all provisional) were respectively 32, 
0.98, and 11.7. If one compared the first quarter of 1949 with 
the first quarter of 1950, the infant mortality had gone down 
from 40 to 37 and the general death rate from 14.9 to 14 
(again provisional). As for infectious diseases, deaths from 
diphtheria in 1949 were only 85, compared with 2,133 in 1939. 
This was the result of publicity, coupled with the fact that 
“ medical officers of health have been putting their backs into 
it and doing a magnificent job locally.” Deaths from whoop- 
ing-cough had declined, but were still high (528 in 1949, com- 
paring with 1,229 in 1939). Deaths from measles and scarlet 
fever (provisional figures for 1949, 308 and 20 respectively) 
were much lower than in former years. 

Sir Wilson Jameson gave a warning on smallpox vaccination. 
In 1949 only 16% of infants were vaccinated, or half the 
number which obtained before the Vaccination Acts were 
repealed. The freedom of this country from smallpox was 
due to heroic efforts of medical officers at seaports and air- 
ports, and to local efforts where cases occurred, but it was 
impossible to say how long it could be prevented in face of the 
decline in vaccination. 

It appeared that inoculations of any kind during an out- 
break of poliomyelitis might stimulate the infection in a para- 
lytic form. The Ministry was concerned about this, and the 
matter was being investigated by the Medical Research Council. 
There was no need for public alarm. The number of cases 
was small, and apparently the risk was only during an epidemic. 
The Ministry wanted the diphtheria immunization campaign to 
go on as before. If parents were worried they should discuss 
it with their doctor. 

He hoped it would be possible for a large number of tuber- 
culosis cases to be nursed in special wards of general hospitals. 
This was a very satisfactory way of dealing with the question 
of proper isolation of infectious cases. There was no special 
risk in nursing in such wards, provided the nurse followed the 
routine practice laid down. B.C.G. vaccination was now avail- 
able for nurses, medical students, and contacts of cases of open 
tuberculosis ; the Medical Research Council was carrying out 
observations on a control group which would last for at least 
five years. In connexion with cancer, the Ministry was making 
a film on diagnosis for medical education purposes. 

At the end of the conference Mr. W. K. Fitch, editor of the 
Pharmaceutical Journal, on behalf of the Press present, thanked 
Sir Wilson for his courtesy and extended to him their best 
wishes on his retirement. * 








CHILD-WELFARE TEAM FOR SUDAN 


A “Save the Children” Fund team is shortly to leave England 
to carry out child-welfare work in the Southern Sudan. The 
team consists of Dr. Winifred Henderson, the medical officer 
in charge, Miss Eva Andrews, S.R.N., and Miss Joyce Passmore, 
R.S.C.N. It is being sent out as the result of an investigation 
made by Dr. Leslie Housden on behalf of the Fund at the 
request of the Governor-General. Dr. Housden, on the invita- 
tion of the Colonial Office, extended his survey to Somaliland, 
but work is first to be undertaken in the Sudan. After learn- 
ing the language the team are to establish a child-welfare centre 
at Torit, a town of 8,000 inhabitants in the south-east corner 
of the Anglo-Egyptian Sudan, about 100 miles from Juba. They 
will-spend part of their time there and part in conducting 
clinics in neighbouring towns and villages. The aim of the 
team is to teach mothers how to care for and feed their 
children ; at present children are breast-fed until they are two 
or three years old and are then weaned on a rough-texture 
porridge. 

The team will co-operate with the educational and agricul- 
tural departments in teaching the fathers the need for better 


nourishment of their children and all that this entails in the 
cultivation of their land. Dr. Henderson will also undertake 
research work to find out more precisely the causes of death in 
infants and children. Native women will be trained as health 
visitors to see that mothers actually carry out the child care 
which they are taught. 

The team is going to the Sudan initially for two years, and 
although it may stay longer the hope is ultimately, in accord- 
ance with the regular practice of the “Save the Children” 
Fund, to hand over the work to local personnel. Although the 
Sudan Government is assisting with buildings and transport, 
the main cost of the mission will be borne by the Fund. 
Dr. Housden states that a large number of applications were 
received for membership of the team. 








SIMS COMMONWEALTH PROFESSORSHIP 
REPORT FOR 1949 


The Sims Commonwealth Travelling Professor for 1949 was 
Professor G. W. Pickering. He visited Australia, New Zealand, 
the Union of South Africa, and East Africa. There follows a 
short account of his experiences taken from his report. 

In most of the Australian States the university must accept 
all students living in the State who apply for admission and 
who have passed the matriculation examination. This leads to 
much fluctuation in numbers, and the immediate post-war years 
have produced gross overcrowding in the medical faculties. The 
strain on the teaching staff faced with such a task needs no 
comment ; research is necessarily at a standstill. The students 
work grimly, and it is a great credit to them and their teachers 
that many have achieved a high standard. The greatest diffi- 
culty yet to be faced is that of providing resident appointments, 
for in some States these are exceptional’ outside the capital 
cities. 

Professor Pickering points out that quality is not a question on 
which any university can compromise without serious detriment 
to its staff and student population, for once lost it is not easily 
regained. There is therefore an upper limit of entry which all 
universities should be empowered to enforce, a limit which 
should be decided on the basis of the available staff, space, and 
equipment. 

In New Zealand Professor Pickering was impressed by a 
method of teaching used by Sir Charles Hercus, professor of 
bacteriology and preventive medicine. Each pair of students 
is given a problem to be worked out during the long vacation 
in the fifth year. The problems are chosen according to the 
aptitude of the student. The students discuss procedure before 
they start. After they have gathered their data they consult 
previous work, and, relating their own results to it, write a 
thesis. Then these theses are read to the group, discussed, and 
criticized. It is a method that should be much more widely 
adopted, but it needs a teacher with the requisite imagination 
and energy, for it is very exacting on him. 

In New Zealand and in Queensland one of the chief problems 
is to secure from the board of management effective help in 
providing facilities for clinical education and research. To 
build a first-rate medical school two conditions must be fulfilled. 
First, it should be a statutory obligation of the board of 4 
teaching hospital to provide adequate facilities for clinical 
teaching and research, for unless this is so the board often 
takes the view that they are solely responsible for the care of 
the sick. Secondly, the university must have representatives 
on the board of management of the teaching hospital, so that 
the interests of teaching and research can be safeguarded. 


New Zealand Medical Services ! 


Professor Pickering was impressed by the high general stan- 
dard of medicine in New Zealand. In Timaru, a small pro- 
vincial town, the standard of case presentation and of the 
questions asked after his lecture was far beyond what one 
would meet in a provincial town of comparable size at home. 
To the more thoughtful minds the future of the profession 
under the National Health scheme is far from certain. 
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The problem is, can the standard of medicine and the 
personal integrity of the doctor withstand a system whereby 
the doctor is paid a flat rate by the State for each consulta- 
tion, without there being any limitation on the number of 
times a patient may consult a doctor or a doctor visit a patient 
for the most trivial complaints ? However, he found the same 
urge to excellence and the same desire to come home for post- 
graduate work despite the immediate financial prospects. 

Before the war the ratio of university students in New 
Zealand to total population was higher than in any country in 
Europe and second only to the United States. Since the war 
the numbers have risen to over 10,000. Professor Pickering 
believes the universities have been regarded too much in the 
past as teaching institutions and too little as institutions for 
the pursuit of knowledge by research. There has been too 
much duplication of small departments, and too little in the 
way of fully developed good departments. The university 
teacher is not in general well provided with leisure, space, and 
equipment for research. University opinion is alive to these 
issues and the newly formed University Grants Committee 
provides a machinery for their execution. 

Many people that Professor Pickering met considered that 
the gravest defect in New Zealand as regards the practice of 
medicine and surgery, and the advancement of medicine by 
teaching and research, lies in the system of hospital manage- 
ment. The members of the board are elected as representatives 
of various districts from which the hospital draws its patients 
and a large part of its finance. No member of the hospital 
staff is on the board unless he is elected by a district. The 
views of the staff are represented by the medical superintendent, 
who may fairly represent them, or may be a partisan ; he has 
no vote. ; 

To run a hospital requires expert knowledge and continuity 
of policy. The constitution of the board ensures neither. Such 
difficulties would be largely overcome if the professional staff 
were able to nominate representatives to the board of 
management. 


Developments in Australia 


The University of Sydney conforms more with home stan- 
dards in the facilities it provides, but by our standards it is 
inadequately backed by the N.S.W. Government, and the staff 
is so meagre for the number of students that research is in 
most cases at a standstill. The most important clinical develop- 
ments in Sydney are at the Royal Prince Alfred Hospital, where 
a clinical research department has been set up, and a cardiac 
research unit is being initiated. 

At Brisbane the difficulties of the medical school equal those 
of Sydney. Although departments of anatomy and physiology 
were inaugurated soon after the first world war, the medical 
school proper was not completed till just before the second 
world war, and has never really had a chance to get under 
way. Built for 40 students a year, it is now called to accommo- 
date 140. The older departments of physiology and anatomy 
are more fortunately placed, and the standard of accommoda- 
tion, equipment, and staffing in the department of physiology 
gives promise of what the university will achieve in the newer 
departments when it is able to secure adequate accommodation 
and staff. 

The University of Melbourne faces similar difficulties but 
of smaller magnitude. The numbers in the faculty of medicine 
are less, and the financial backing by the State of Victoria 
more adequate. The most interesting development at 
Melbourne since the war is the inception of three depart- 
ments of clinical research at the Royal Melbourne, the Alfred, 
and the Children’s Hospitals. That at the Royal Melbourne 
has deservedly won an international reputation. It is well 
supported financially and adequately staffed. The department 
has begun an investigation into the diseases of the stomach, 
using a biopsy technique developed there. The results are 
promising. As in Sydney, these developments are indications 
of the intellectual vigour of the medical world in Australia. 

Tasmania has a small and stable population. The doctors 
know one another and co-operate freely. There is thus an 
unusually good opportunity for studying the part played by 
heredity in the genesis of disease. This is realized. Dr. Charles 


Brothers has a series of family histories of nervous and psycho- 
logical disease. Dr. Bruce Hamilton has records of over 200 
families with hereditary disease of the eye. If any subsequent 
Sims Professor is a geneticist he should not omit Tasmania. 

Adelaide faces the usual problems of overcrowding and 
understaffing but is comparatively fortunate in its buildings. 
A new medical school, most intelligently designed, is in pro- 
cess of construction. The hospital is also largely new, and 
has notable arrangements for post-operative cases. The very 
ill are not returned to their original beds after operation, but 
to special post-operative wards. These are situated on the 
floor above the theatres and consist of three wards of 12, 3, 
and 1 bed respectively for each sex. A very experienced staff 
of nurses is provided, and these patients receive exceptionally 
skilled nursing. 

At Perth the most interesting feature of the new hospital is 
that a ward unit contains male and female patients suffering 
from medical and surgical diseases. Thus the ward sister has 


_ a unit staffed by both physicians and surgeons. The sisters find 


the combination of male and female patients inconvenient, and 
when the hospital is completed it is proposed to separate the 
sexes. They are, however, enthusiastic about the association 
of medical and surgical cases in the same unit for two reasons: 
(1) the staff are able to follow all their cases throughout the 
course of the illness, and (2), since physicians and surgeons 
attend on the same days, consultation between them is easy 


and frequent. 
Universities in Africa 


The small school at Makerere University College and 
Mulago Hospital, Kampala, admits about eight students a 
year. The preclinical departments are small and not heavily 
staffed, but equipment and staff are not inadequate for the 
numbers. 

The universities of Capetown and of the Witwatersrand are 
similar in outlook, organization, scope, and atmosphere to civic 
universities in Britain, but are not so well subsidized by the 
Government. While their buildings are good, their staffs are 
on the whole too small to cope with the numbers of students 
and leave time for research. Nevertheless important research 
is under way in the medical faculties of both Capetown and 
Johannesburg. Salary levels make it difficult to attract men 
from overseas and provide a constant threat to the universities 
that they may lose their best men. 

Pretoria and Stellenbosch Universities were unlike universi- 
ties elsewhere that Professor Pickering had visited. _This was 
not merely a question of language, although they are both 
Afrikaans-speaking. It was chiefly a matter of the relationship 
between staff and students. In the Afrikaans-speaking universi- 
ties the student tends to regard his professor as an object of 
awe and veneration ;. the student’s function was to hear what 
his professor prescribed for him, an occupation which, apart 
from games and church on Sundays, should occupy most of 
his time. There .is accordingly much less organized student 
life than in the English-speaking universities, and they are 
more akin in spirit to the Continental universities, particularly 
of Holland and Germany. Most of the professors have been 
educated at Dutch and German universities, with a few in 


America. 
Postgraduate Opportunities 

From the professional point of view Britain can provide 
opportunities to medical men and women from the Dominions 
by means of (1) courses for higher and special degrees and 
diplomas ; (2) resident house jobs and registrarships; and 
(3) posts in academic departments. 

Professor Pickering noted the prevalence of the disease of 
“ diplomatosis ” among the young graduates of the Dominions. 
There is a strong tendency to feel that the acquisition of one 
or more diplomas is the chief justification of a visit to Great 
Britain, and widespread indifference to the other and wider 
opportunities for becoming acquainted with the arts and 
humanities on which their own new civilizations rest. On 
this side we could avoid any increase in the already formid- 
able list of postgraduate diplomas, and if possible eliminate 
most. In our private capacities we could do much by taking 
our young Dominion friends out to non-medical occasions. 





eS 





Ce I econ Ph 





ee ncn ein tat a igi ta tenis egal a Me 


| 
; 


oath 0h 


ar ea ni nwt allt at lahat tte. 


1196 May 20, 1950 


REPORTS OF SOCIETIES 


MEDICAL Teves 





Reports of Societies 


I 








ANTITHYROID SUBSTANCES IN THE TREAT- 
MENT OF HYPERTHYROIDISM 


At a meeting of the Section of Endocrinology of the Royal 
Society of Medicine, Dr. A. S. PARKES presiding, a discussion 
was opened by Professor D. DuNniop (Edinburgh) on anti- 
thyroid substances in the treatment of hyperthyroidism. 

Professor Dunlop said that after six years’ clinical experi- 
ence of thiouracil certain aspects of the problem were begin- 
ning to crystallize out. In the Royal Infirmary, Edinburgh, the 
annual number of thyroidectomies increased steadily before the 
war, then declined somewhat, but remained at a constant level 
until 1944-5, when, with the introduction of antithyroid sub- 
stances into clinical practice, a sharp fall occurred. When cer- 
tain drawbacks and limitations of these substances became 
apparent there was again an increase in the number of thyroid- 
ectomies, but the total remained at less than haJf the pre-war 
figure. It was possible that eventually both thyroidectomy and 
thiouracil would be replaced to some extent by radio-iodine, of 
which he had no experience, but for years to come thiouracil, 
if only because of its general availability, would have a part to 
play in therapeutics. : 

He reviewed 200 cases which had been under his care during 
the last six years. Thiouracil itself was used during 1944 and 
most of 1945, and afterwards methyl thiouracil. The dosage 
was 0.2 g. three times a day, or in mild cases twice a day, for 
three weeks or a month ; treatment was continued with a main- 
tenance dose, which might be decreased to 0.05 g. if thyrotoxic 
signs and symptoms remained in abeyance for some months. 
During the first two years nearly all the patients received their 
initial period of treatment in hospital, but with more experi- 
ence all but the severely ill were treated from the first as out- 
patients. 

He set himself to answer three questions: In what propor- 
tion of cases did the thyroid function remain normal after the 
drug had been discontinued? What was the nature and fre- 
quency of the toxic effects produced, and how might they be 
avoided ? Were there any age groups or clinical types in which 
thiouracil was contraindicated or particularly indicated ? 

For the purpose of answering the first question he excluded 
cases in which treatment was started after the beginning of 
1948. This left 126 cases in which treatment had been stopped 
for a sufficient length of time to permit of some judgment of 
the result. Of these 126 cases, 68 had relapsed after a shorter 
or longer time. The period of remission ranged from six 
months to five years. His figures suggested that, contrary to 
the view of some workers, there was some relationship between 
the length of the previous treatment and the relapse rate. The 
relapse rate was high among cases which had been treated for 
under six months, less for those treated for six to twelve 
months, and much less for those treated for a year or more. 
This suggested that thiouracil treatment should continue for 
at least a year. The longer the remission the greater the chance 
of permanent cure. If a patient was going to relapse he was 
likely to relapse within two to six months of stopping treat- 
ment. Only a few relapses took place if remission continued 
for six months after stopping treatment. No doubt some 
patients who had remained. well for from six months to five 
years might still relapse, but he felt that in the great majority 
of cases a permanent remission had occurred. Their goitres 
almost invariably had become smaller, and there was some 
recession of the exophthalmos. The 68 patients who relapsed 
had been subjected to a further course of treatment which had 
been stopped in 26 of them for a long enough time to estimate 
the relapse rate. Eight of them had again relapsed, all but 
one within six months of stopping treatment. 


Toxic Effects 


Professor Dunlop went on to say that in 22 cases (11% of 
the total number) toxic effects were observed. These were 


agranulocytosis (4 cases), leucopenia (2), purpura (1), drug 
fever, vomiting (5), conjunctivitis (5), oedema (5). In 14 cases 
(7% of the total) cessation of treatment was necessary. The 
toxic effects seemed to be a little more frequent during the 
initial period of treatment or when treatment was resumed after 
an interval, but there were many exceptions to this. The advice 
that must be given to out-patients was to stop taking the drug 
and report at once when they felt iil, particularly if sore throat, 
vomiting, or rash developed. A slight enlargement of the goitre 
was not uncommon, but this promptly receded on stopping the 
drug or appropriately reducing it. Two patients developed 
large goitres with considerable myxoedema through accidental 
overdosage. The myxoedema receded on stopping the drug, but 
not the goitre, which had to be removed for cosmetic purposes. 
In two cases exophthalmic ophthalmoplegia of a moderate 
nature developed while the patient was under treatment, and 
persisted in spite of stopping treatment and taking other 
measures. 

Only 35 of the 200 cases had been subjected to thyroidectomy. 
The operation was dictated in 10 of them by large goitres, 
retrosternal goitres, and pressure symptoms. He believed that 
the danger of thiouracil causing acute pressure symptoms 
was exaggerated. Among the cases operated upon were patients 
who were unreliable or uncooperative, so that the responsi- 
bility for their own treatment had to be taken away from 
them; there were others who resented having to continue 
drug treatment for an indefinite period, and desired the removal 
of their goitre once for all. Other cases were blood dys- 
crasias (5) and sensitivity reactions (4). Three patients seemed 
to be resistant to thiouracil and were operated on. 


Comparative Results 


In the remaining 165 cases the results of treatment either 
continuing or terminated seemed comparable with those follow- 
ing successful thyroidectomy. Ten pregnancies had been under- 
taken successfully under thiouracil therapy, and none of the 
babies had been born with a goitre. Thiouracil had in its favour, 
as against thyroidectomy, its general availability, the economy in 
time lost from work, and the obvious advantages of such a treat- 
ment in cases of acute emotional upset. Thyroidectomy, on 
the other hand, had the advantage of rapidity and: permanence 
of cure and relief of pressure symptoms. With thyroidectomy 
the goitre was exchanged for a scar; with thiouracil the goitre 
remained, but there was no scar. There had been no mortality 
in this series either from thiouracil or from uncontrolled thyro- 
toxicosis ; the reported deaths from thiouracil treatment were 
rare, but there was, even in the hands of a master, an 
inevitable small mortality with thyroidectomy. Permanent 
myxoedema resulted in 5% of cases of thyroidectomy ; the 
myxoedema induced by thiouracil was temporary. There 
was no danger of hypoparathyroidism and vocal paralysis with 
thiouracil; such danger with thyroidectomy was admittedly 
slight, except in cases of recurrent operation after the goitre 
had recurred. 

Definite indications for thyroidectomy were pressure symp- 
toms, uncooperative patients, toxic reactions, and resistance to 
thiouracil. As for indications for thiouracil, he thought it was 
indicated in children, in whom thyroidectomy was a delicate 
business, for enough of the thyroid had to be left to promote 
growth. and development. Very old patients with degenera- 
tive disease were probably better treated medically than 
surgically. Again, just as there were patients who had a 
marked preference for surgery, and in the absence of contra- 
indications should have it, so there were some who had a 
horror of surgery, and these, again in the absence of contra- 
indications, should have thiouracil. He would include also 
the young woman with a moderate thyrotoxicosis and an 
unobtrusive goitre, who usually did well under thiouracil 
treatment and often seemed to be cured by it. The idea of 
interfering radically with the endocrine system at that age was 
repugnant ; and, after all, if such a patient did not do well on 
drug treatment, there was always surgery to fall back upon. 

There remained a large group of patients, said Professor 
Dunlop in conclusion, who did not conform to any of the types 
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he had named, and each of them must be treated as an indi- 
vidual problem acgording to the circumstances of the case. 
Even the most fanatical opponent of thiouracil would grant it 
a place in pre-operative treatment, where it was likely further 
to reduce the already low mortality following thyroidectomy 
in the hands of a master. 


Discussion 


Dr. W. R. Trotter discussed the probability of relapse, 
based on the experience of 110 cases treated with thiouracil 
(most of them with methyl thiouracil) for an average of a 
year. The maximum number of relapses occurred in the early 
months of treatment. A patient who had had one relapse after 
thiouracil was extremely likely to have a second relapse and 
to go on having attacks of thyrotoxicosis for the rest of his life. 
There was_no way of identifying such patients before starting 
treatment, nor had a means been found of preventing relapse, 
but the prophylactic administration of thyroid extract after a 
course of thiouracil was being tried. Where there were no 
special indications or contraindications, he thought all cases 
should be given a course of methyl thiouracil lasting about a 
‘year, with a follow-up after stopping treatment. Three 
categories of thyrotoxicosis required special treatment, 
namely, cases with pressure symptoms, cases recurring after 
a previous thyroidectomy, and cases with developing malig- 
nant exophthalmos. 

Dr. J. F. Gopwin said that of 100 patients treated with 
thiouracil compounds he had found about 95% responded well, 
and of these 80% obtained apparently full remission. He had 
treated nine pregnant patients, in seven of whom the follow-up 
was complete, and there had been no ill effects. Dr. Guy 
BLACKBURN referred to the use of propyl thiouracil in cases 
which had been resistant to the methyl compound ; the results, 
he said, had been uniform and there was an absence of side 
effects. Dr. LEONARD SIMPSON remarked that one of the most 
distressing occurrences was the rapid onset of exophthalmos 
after apparently successful thyroidectomy. He did not know 
whether the giving of thyroid extract would be the answer, 
but any tendency to exophthalmic ophthalmoplegia should be 
carefully noted. Other experiences were related by Dr. 
RAYMOND GREENE, Dr. CHARLES DONALD, and others. 

Professor: DUNLOP briefly replied. 





SINUSITIS AND BRONCHIECTASIS . 


At the meeting of the Section of Laryngology of the Royal 
Society of Medicine on May 5, with Mr. R. D. Owen in the 
chair, the subject of discussion was the role of sinusitis in 
bronchiectasis. 

Mr. J. C. Hoac said that the close relation between infective 
disorders of the upper and lower air passages was now accepted 
as commonplace, but it was not until well on in this century 
that papers on the subject began to appear in the literature. 
StClair Thomson was amongst the first to trace this significant 
relationship. All physicians now demanded a routine investiga- 
tion of the upper air passages when ¢onfronted with cases of 
pulmonary suppuration. Sinusitis was a difficult disorder to 
define, as the sinuses were capable of all sorts of variations 
from normal. For the present purpose transient affections of 
the sinuses might be ignored. In considering respiratory infec- 
tion in general it was false and arbitrary to separate those parts 
of the respiratory tract which were situated above from those 
which were situated below the level of the larynx. It was not 
unreasonable to suppose that they would be liable to attack by 
the same organism. 

Congenital bronchiectasis was a rarity, but patients with the 
congenital condition appeared to be as liable to diseases of 
the sinus as those with acquired bronchiectasis. It used to be 
thought that severe and protracted inflammation of the bron- 
chial walls associated with obstruction of the lumen was the 
responsible mechanism in the acquired condition, but the 
emphasis in recent years had shifted from an infective to a 
chemical factor. Allergy had been claimed to play a major 


role both.in the production of bronchiectasis and of the 
frequently associated nasal sinusitis. Allergy could certainly 
produce all the factors needed for the development of bronchi- _ 
ectasis—namely, viscid secretion, narrowing of the lumen with 
oedema, and a tendency to co-existing nasal sepsis. It had not. 
been entirely settled as to the stage at which sinusitis became 
associated with bronchiectasis. There were three possibilities : 
(1) that the sinusitis preceded the bronchiectasis, to the develop- 
ment of which it contributed; (2) that the two ‘conditions 
developed synchronously; and (3) that sinusitis developed 
secondarily to bronchiectasis. There was little doubt that con- 
stant droplet infection of the nasopharynx and nasal passages 
could occur. There were four possible routes of infection : 
aspiration, the lymph stream, the blood stream, and direct con- 
tinuity. It was doubtful whether the blood stream played 
any part in the development of bronchiectasis. 

A recent survey of 110 cases (57 females and 53 males) of 
bronchiectasis referred to the throat and ear department of the 
Brompton Hospital during the past three years showed that 
67 of them had evidence of ‘sinusitis. The age groups showed 
the disease to be predominantly one of early life. No fewer 
than 72 of the 110 cases were under 20. No hard-and-fast rule 
could be laid down for treatment ; each case must be considered 
individually, after full consultation with the physician or sur- 
geon concerned. It was gratifying to find how much toxaemia 
could be relieved by simple intranasal operative measures. 
Where there was a chance of curing pulmonary suppuration the 
nasal surgery should be as complete as was required, but other- 
wise conservative treatment was best. The method of anaes- 
thesia for the operative treatment would naturally vary with 
the age of the patient. Whenever possible local or regional 
analgesia was to be preferred, but in many, cases resort must 
be made to general anaesthesia. 

Mr. R, C. Brock said that the relation of sinusitis to bronchi- 
ectasis was not a new problem but was sufficiently important 
to justify reconsideration. Two main points should be dis- 
cussed: (1) the interrelation of sinusitis and bronchiectasis ; 
and (2) the treatment of the two conditions as they occurred 
together. 

There was no doubt about ‘the association between the two 
conditions. What was the primary lesion, or did both occur 
simultaneously ? There was little real evidence to support the 
view that sinusitis was the primary lesion. Sinusitis was, for 
example, much more common than bronchiectasis, especially in 
cities. The association between sinusitis and chronic or recur- 
rent bronchitis was certain, but the aetiology of bronchiectasis 
was different. There was usually a local determining factor ; 
it was only rarely caused by' severe primary lung infection 
which could have originated in sinuses. A high proportion of 
cases of infection of the lung came from inhaled infective 
material from the nose, not necessarily pus from the nasal 
sinuses. It might be that droplet infection occurred during the 
day, accumulating in the upper respiratory passages and form- 
ing quite large masses of infected material, and during sleep 
the larger fragments got into the lungs by the simple process 
of bronchial embolism. The high incidence of sinusitis with 
bronchiectasis which had arisen from a local determining cause 
signified that sinusitis was the secondary event. Lipiodol studies 
showed that infective material could enter sinuses from bronchi. 

Sinus infection could aggravate infection in bronchiectasis 
and therefore demanded treatment. Sinusitis could be perpetu- 
ated by lung infection; the success of sinus treatment was 
therefore often foredoomed. Both features were often seen. 
Simple means to relieve sinus infection must be tried. If 
resistant, the lungs must be dealt with before success could be 
expected with the sinuses. 

Dr. Maurice DavIDsON said that the patient must be regarded 
as a whole and not in watertight compartments. Whether sinus 
infection was antecedent or succedent to bronchiectasis was of 
academic interest and practically not very important. The 
practitioner must realize that, the two being so closely asso- 
ciated, when he was planning his course of treatment for any 
single case of bronchiectasis he must take both conditions into 
account and deal with each case upon its merits. He quoted 
a case as an example of the desirability of planning with 
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regard to the individual patient’s needs, in contradistinction to 
planning solely based upon a consideration of the disease 
itself. 

A man was sent to him with tuberculosis. He had a large tuber- 
culous cavity and a positive sputum, and he was also extremely 
hoarse, very toxic, and febrile. On examination of the larynx both 
vocal cords were found to be injected, and he thought there 
was a chronic laryngitis secondary to a badly infected tonsil. 
Mr. ‘Hogg was in agreement with this, and they had a discussion on 
whether to tackle the tonsils first and later consider an upper 
thoracoplasty for his cavity, or to take the opposite course. 
Mr. Hogg said that if he had to do a thoracoplasty he would rather 
do it in the presence of a healthy upper respiratory tract and if he 
had to enucleate the tonsils he would prefer the chest had already 
been stabilized. It was agreed to operate on the upper respiratory 
tract first and enucleate the tonsils. The laryngeal condition cleared 
up completely, and the patient was sent home with the prospect 
of readmission for thoracoplasty for his cavity. In the course of 
nine months, however, his cavity gradually became smaller until no 
cavity was to be seen and the man got perfectly well. 


Dr. L. GRAHAM Brown recalled the fact that his brother, the 
late R. Graham Brown, in a paper in the Australian Medical 
Journal in 1930 had emphasized that in cases of bronchiectasis 
in children with associated sinusitis it was important that the 
sinusitis should be dealt with. Whether it was the cause or 
the result of the bronchiectasis was immaterial, the children 
so affected were often pseudo-robust; in other words, they 
gave the appearance of health, whereas they were far from well. 

Mr. HAMBLEN-THOMAS congratulated Mr. Brock and 
Dr. Davidson on their remarks about the general aspect of 
these upper respiratory infections and hoped that their gospel 
would spread far and wide among general physicians and 
paediatricians. A fairly large proportion of the children seen 
in the ear, nose, and throat department wanted treating by the 
physician and not by the rhinologist. 

Mr. Cowper TAMPLIN put in a plea for a long convalescence 
in these cases, and particularly an investigation of the home 
conditions of the children. After having been cleared up in 
hospital the disease often recurred at home, and the home 
conditions were found to be deplorable. 

Dr. PATON Puuiwip said he had been struck by the large 
number of cases referred to him as a chest physician in which 
it was necessary to include with the examination of the chest 
an x-ray examination of the sinuses. He stressed the need after 
operation for a long convalescence and for breathing exercises. 





DEVON AND EXETER MEDICO-CHIRURGICAL 
SOCIETY 


At a meeting on April 20 Dr. Peter BisHop lectured on 
“ Obesity.” The conventional view that obesity was due to 
overfeeding was, he said, correct in the vast majority of cases. 
Of 300 cases of obesity selected at random at Guy’s Hospital 
at least half were eating too heartily for the amount of work 
they were doing. As a rule, therefore, curtailment of diet was 
the essential of treatment; only rarely was obesity an endo- 
crine problem. On a diet of 1,000 calories a day it was possible 
to do an average day’s work, but it might be necessary to reduce 
the diet to 750 calories a day. Patients were required to weigh 
themselves weekly and to report at the end of two months. If 
there was little or no reduction in weight it was necessary to 
admit them to hospital, put them on starvation, and limit 
their fluid intake to 14 pints (0.85 litre) daily. After 24 hours 
of this regime appetite markedly diminished and’experience had 
shown that this apparently drastic method of treatment was in 
fact kinder than giving a niggling diet. With loss of appetite 
came the loss of associated unhappiness and discomfort. It 
was then comparatively easy for patients to accept a 750-calorie 
diet on which they would lose weight steadily. Weight charts 
generally showed a rapid fall during the first 10 days, after 
which the curve flattened out. From 1 to 3 stone (6-18 kg.) 
might be lost in the first fortnight of treatment, which could 
not be carried out at home because individual care was neces- 
sary. If ketone bodies appeared in the urine they would dis- 
appear if a little sugar was given. 


Diuresis by one method or another was a valuable adjunct 
to treatment, Dr. Bishop continued. Thus thyroid was useful, 
especially in myxoedematous subjects. If dextro-amphetamine 
sulphate was used it should be given in 10-mg. doses before 
breakfast and lunch; where there was fluid retention one 
might try ammonium chloride in 10-mg. capsules once or twice 
daily, a heaped teaspoonful of urea flavoured with lemon three 
times a day, a combination of calcium lactate and sodium 
citrate, or an injection of 2 ml. of “ mersalyl.” Neither anterior 
nor posterior pituitary extracts were of value. Exercise was 
of limited value, and so-called secret remedies depended for 
any success they might have on concomitant dieting. 

True Fréhlich’s syndrome was rare. The fat child who 
grossly over-ate, often incorrectly labelled a case of Frohlich, 
had a huge pad of suprapubic fat, the so-called “ pubic spor- 
ran,” and the genital hypoplasia was more apparent than real. 
Another type of obesity, the alderman type, was characterized 
by a rotund abdomen centred by the umbilicus. The carefully 
corseted woman in later years often developed an apron of 
fat drooping down from the abdomen over the upper parts of 
the thighs. In Cushing’s syndrome there was a moon-face, 
abdominal striae, and obesity of the trunk and upper limbs. 
but not of the lower. A gravitational lower limb obesity some- 
times observed was thought to be an example of the adreno- 
pituitary syndrome described by Zondek and was believed to 
be a post-partum phenomenon. ( 

Two types of obesity not due to overfeeding were: (1) the 
constitutional, where there was a genetic tendency to obesity; 
and (2) the maternal, occurring in women who gave birth to 
large babies and subsequently developed diabetes. This latter 
type has been shown by Professor James Young to be due to 
the action of the pituitary growth hormone, which is probably 
identical with the lactogenic hormone. 








Preparations and Appliances 








ANKLET FOR CONTROL OF OEDEMA 


Mr. R. ROWDEN Foote, surgeon in charge of the varicose 
vein department, Harrow Hospital, writes: The elastic 
anklet here illustrated, 
made of specially woven 
material, gives progres- 
sively firm compression 
to the ankle by means of 
lacing. In many cases of 
healed malleolar ulcers 
the use of this anklet will 
prevent a recurrence. It 
is of particular value in 
“thrombotic ulcer” due 
to thrombosis of a deep 
vein. The principle of 
laced stockings was well 
recognized 300 years ago 
(W. Salmon, 1699, Ars 
Chirurgica, London), and 
the modern equivalent is 
an additional weapon in 
the control of varicose - 
ulceration. 

This anklet has been made for me by Messrs. John Bell & 
Croyden, Wigmore Street, London, W.1. 











The Association of Remedial Gymnasts has recently started 
publishing a quarterly periodical, the Remedial Gymnast. 
Intended primarily for the association’s members, the journal 
includes articles on the therapeutic value of exercises and of 
recreational activities. Particulars of it may be obtained from 
the association at Hamilton House, Bidborough Street, London, 
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Morphine im Acute Chest Infections 


S1x,—The observation of “ T. G.” (April 22, p. 958) about the 
lethal effect of morphine injections in patients suffering from 
chest trouble is recognized in the literature. Thus in Goodman 
and Gilman’s the Pharmacological Basis of Therapeutics 
(p. 205) we find the sentence: “The use of morphine in 
bronchial‘asthma is often dangerous and has caused death.” 
The intention has been to ease the patient’s breathing and give 
him a good night’s rest. Morphine, however, should be 
employed only with the greatest possible restraint. Probably 
it is better never to use it in these cases at all. It depresses 
respiration by its action on the respiratory centre, so that 
its effect may be the opposite’ of easing breathing. It 
abolishes the cough reflex, thus favouring the accumulation 
of bronchial secretions; it also exerts a definite but slight 
bronchospastic effect’ which would only tend to make the 
asthma worse. Piness? reported 15, Balyeat® 5, and Unger‘ 
2 deaths in cases of status asthmaticus following morphine 
injections. 

In a lecture delivered at St. Mary’s Hospital during 1949 
Dr. Leon Unger, of Chicago, restated the thesis in his book’ 
that in his opinion morphine was definitely contraindicated in 
asthma: since giving up its use he had had no deaths occurring 
in acute asthmatic attacks in 15 years. There may be some 
confusion about the use of morphine in asthma because 
it is often used beneficially in the nocturnal dyspnoea 
of left ventricular failure. This so-called “cardiac asthma ” 
is quite different from the allergic bronchial asthma under 
discussion. 7 

An explanation of the action of morphine in bronchial 
asthma may be its property of releasing histamine from various 
tissues. Sir Thomas Lewis had already shown that in man an 
intracutaneous injection of morphine produces the triple 
response, indicating the release of H-substance (i.e., histamine) 
from the epithelial cells. The release of histamine by morphine 
has recently been directly demonstrated by us*’ in isolated per- 
fused mammalian tissue. This property is shared by codeine, 
thebaine, apomorphine, and papaverine, which with morphine 
must all be classed as powerful “histamine liberators.” It is 
interesting to note in this connexion that codeine is also apt 
to cause weals at the site of injection and marked anaphylactic 
reactions after its intravenous use (see Goodman and Gilman, 
loc. cit., p. 204), although generally it is considered to be one 
of the safest opium alkaloids. : 

The released histamine may be disastrous on account of its 
action on smooth muscles, heart, and capillary endothelium, 
resulting in broncho-constriction, bronchial oedema, or general 
circulatory collapse. But this does not explain why some 
patients with chest trouble are particularly sensitive to 
morphine. Such patients may either release histamine after 
morphine more readily and in greater amounts than normally, 
or they may be hypersensitive to the histamine itself, or both 
factors may operate. The fact that morphine and other opium 
alkaloids are powerful histamine liberators has obvious clinical 
implications, not only in bronchial asthma but perhaps also in 
any condition with an allergic basis. Furthermore, the anti- 
histamine drugs may prove effective therapeutic agents when 
signs of collapse occur after a morphine injection —We 
are, etc., 


National Institute for Medical Research, 
Mill Hill, and Physiology Department, 
St. Mary’s Hospital Medical School. 


W. FELDBERG, 
W. D. M. PATON, 
P. A. NASMYTH, 
H. C. STEWART. 
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‘ Dental Cavities in the Golden Hamster 


Sir,—The letter from Sir Leonard Hill (April 29, p. 1007) 
would seem to suggest that he has not appreciated some of the 
points I have tried to make in my recent paper (April 15, p. 876). 
First, Sir Leonard refers to the article as “ Dental Carfes in the 
Golden Hamster.” As clearly shown by the title of the paper, 
by the histological findings and discussion, and by the criticism 
of previous workers in the same field, my main thesis was that 
the cavities in the molar teeth of the experimental animals 
were not truly analogous to those of coronal enamel caries in 
man. Indeed, I was particularly careful to avoid the term 
“caries” to the observed disease, but suggested that the experi- 
ments pointed to excavation of the cementum and dentine 
of the tooth-root resulting from inflammation of the periodontal 
membrane, due to impaction of calculus-like material and food 
debris in the parodontal structures. 

Secondly, as stated in the introduction, the experimental diets 
were designed to approximate those of the American workers, 
and the paper describes the first of a large series of dietary 
studies. Lastly, the value of frictional agencies in preventing 
calculus, parodontal disease, and root cavities in the ferret has 
been previously investigated. This animal possesses teeth of 
secodont form, having a scissor-like action during mastication, 
so that frictional prophylaxis or treatment may be readily 
effected by the gnawing of meat from bone. The provision of 
hard foods, however, such as baked or unbaked dog biscuits, 
has only a slight beneficial action in the ferret.2? In the case 
of the hamster all the molar teeth are of multicuspid bunodont 
form» arfd’ occlude by cuspal interdigitation. But again the 
dental cavities originate from periodontal inflammation affecting 
the cementum of the root, and only secondary involvement of 
the crown occurs. Since the exciting agency (calculus-like 
accretions) first appears on the lateral aspects of the teeth some 
little distance from the occlusal surface, it is difficult to see why 
the acclusal grinding of hard foodstuffs, as suggested by Sir 
Leonard, would have the desired prophylactic action. In fact, 
before the histopathology of the lesions was more clearly under- 
stood, experiments of a similar kind were made using coarse- 
particled white maize as the main dietary ingredient’ ; but paro- 
dontal lesions of severe extent and including root cavities still 
resulted. In two other groups of hamsters the administration 
in the rations of coarse and of fine-particled sand respectively 
resulted in both instances in a high incidence of parodontal 
disease and root cavities. Further details of the histopathology 
of the hamster disease in the case of high-cereal. experiments 
have already been published elsewhere.*—I am, etc., 


London, S.E.5. J. D. Kina. 
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Nutritional Dystrophy 


Sir,—Professor S. T. Achar’s stimulating observations on 
the “ nutritional dystrophy” of children in Madras (March 25, 
p.- 701) have prompted me to air my views on the disease as 
I have found it in British Guiana. The classic Waterlow 
report’ on fatty liver disease in infants in the West Indies 
followed field studies here in 1945 and 1946. In contrast to 
Professor Achar, who considered oedema’ the main diagnostic 
factor, Waterlow seemed to regard fatty infiltration of the 
liver the criterion for diagnosis and found only two typical 
cases in this colony. 

Since my arrival here almost two years ago I have found an 
unexpectedly high incidence of the syndrome. At times about 
20% of the infants in the children’s ward of the Public Hospi- 
tal, Georgetown, showed varying degrees of this type of mal- 
nutrition. Oedema is definitely the presenting sign. Liver 
changes, as evidenced by enlargement, were found in less than 
40% of cases. The bromsulphalein clearance test was only 
done twice and found normal: Biopsies could not be per- 
formed. The total serum protein is usually below normal. 
The albumin fraction is reduced to between 1.5-3 g. per 100 ml., 
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but the serum globulin is commonly increased, often enough 
to give normal values of total serum protein and cause an 
inversion of the albumin-globulin ratio. Anaemia is always 
present, more often of a macrocytic type. 

I consider the presence of infection of greatest importance. 
Professor Achar refers to the prevalence of “ septic complica- 
tions.” I would go further and suspect infection to play an 
essential role in influencing the entire pattern of the disease. 
In the histories of these cases oedema commonly follows a 
febrile cold or a mild gastro-enteritis. Infection not only 
precipitates the onset of oedema in an infant suffering from 
malnutrition of the type so well described by Waterlow, but 
could well have a depressing action on protein synthesis, may 
be responsible for the inversion of the albumin-globulin ratio, 
and also be an important factor in the causation of the liver 
changes. A vicious circle is established by the effects of hypo- 
proteinaemia on natural and specific resistance to infection and 
by the favourable local conditions found by bacteria in the 
waterlogged tissue spaces. 

Respiratory infections, pyelitis, gastro-enteritis, and skin 
sepsis were most commonly found, occasionally all of “them 
in the same infant. Recurrent bouts of diarrhoea were almost 
the rule in the younger babies. The “mosaic” skin of the 
incidental vitamin-B-complex deficiency and the usual general- 
ized and secondarily infected scabies are later complicated by 
trophic changes as a result of the marked oedema. 

While the essentials of the disease seem to be shared wherever 
this condition is found, the picture of the concomitant vitamin 
deficiencies seems to vary in the different countries. Vitamin-A 
deficiency, so prominent in Professor Achar’s series, has not 
been observed among infants in British Guiana. The “ crazy- 
pavement” dermatosis has also not been seen here. It was 
unfortunate that in the early descriptions of the syndrome too 
much was made of the non-essential local peculiarities and 
names were given which emphasized these regional differences. 
Also in naming a disease which is as yet imperfectly under- 
stood no suggestion of aetiology should be implied. The name 
I propose, “ wet marasmus,” avoids all this and indicates the 
two clinically obvious essentials of the syndrome—wasting and 
oedema.—I am, etc., 

Georgetown, British Guiana. HANS HERLINGER. 
REFERENCE 
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Malaria Control by Residual Insecticides 


Sir,—The reports of Muirhead-Thomson’* concerning the 
repellent effect of D.D.T. spray deposits towards adult 
Anopheles gambiae in West and in East Africa have caused 
considerable interest and some controversy amongst malario- 
logists, but this effect has not, so far as is known, been reported 
with other species of anophelines. Wharton and Reid* have 
recorded a similar occurrence with Culex fatigans. 

In the course of a study of residual insecticides in Upper 
Assam tea estates during the last five years it has been shown 
that Anopheles minimus behaves in practically the same way. 
The full details of this work are being prepared for publica- 
tion, but the importance of this finding appeared to justify 
this preliminary publication. This investigation was induced 
by the surprising result that treatment of all the labour lines 
in an estate four times in a season with 1% D.D.T. produced 
after two years only a small reduction in the general malaria 
rate and in the spleen rate of children (2-10 years). Earlier 
comprehensive trials had amply demonstrated the lethal effect 
of D.D.T. towards A. minimus after relatively short contact, 
and during the estate experiments there was a reduction practi- 
cally to zero in the number of mosquitoes caught resting in 
treated houses during the day. Night catches were then 
started and produced large numbers of fed and unfed 
mosquitoes. The next test was made by treating two of three 
huts with D.D.T., with volunteers sleeping in the huts and 
spreading sheets on the floors. For three days dead mosquitoes 
were found in both treated and control huts. After three 
days no dead mosquitoes were found in any of the three huts. 

It was only at this stage that the publications of Muirhead- 
Thomson became available in Assam, and his technique was 


at once’ adopted, both D.D.T. and “ gammexane ” dispersible 
powders being examined. The spraying rate for all applica- 
tions was 1 gallon (4.5 litres) per 1,000 sq. ft. (93 m.’), the 
45 mg. D.D.T. per sq. ft. residue being the application rate used 
on the estate. In view of Muirhead-Thomson’s results the 
higher rate of 215 mg. D.D.T. per sq. ft. Was also included in 
these later trials. All counts are the total mosquitoes over the 
six-weeks period of the experiment. The ratio of anophelines 
to culicenes was 60/40 throughout. For practical purposes 
anophelines were entirely A. minimus, since A. vagus, A. annu- 
laris, and A. hyrcanus were seldom found. 

The table summarizes the results of these experiments 
recorded over a period of six weeks. The misleading results 
of daylight catches are very obvious. Of the mosquitoes 
entering during the night none escaped alive from the “ gam- 
mexane”’ treatment, whereas in the standard D.D.T. treatment 
(45 mg./sq. ft.) the great majority escaped to the trap and 
survived. Even at the uneconomic dosage of 215 mg. 
D.D.T./sq. ft. about 20% of the mosquitoes also survived. 


Comparative costs for a garden of 800 huts are (Rs. 1,000 
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These results are in accordance with the findings of Muirhead- 
Thomson, and the experiment was repeated five times with 
similar results in each case. It appears, therefore that D.D.T. 
can no more be recommended for the control of malaria 
transmitted by A. minimus than for the control of malaria 
transmitted by A. gambiae, and “ gammexane ” is obviously to 
be preferred. That D.D.T. excitation or repellency is not con- 
fined to A. gambiae strongly suggests that tests should be carried 
out on all known malaria vectors——I am, etc., 

Edinburgh. D. M. BERTRAM. 
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Hospital Departments and the G.P. 


Sir,—The controversy about the use of x-ray facilities by 
the general practitioner will have been increased by the remarks 
about the diagnosis of carcinoma of the stomach jin your recent 
leading article (April 29, p. 996). There is no doubt at all that 
the general practitioner should have free and welcome access to 
his local radiological department, and I do not think that there 
is anyone who will deny his right to this, certainly not the con- 
sultant, who has no wish to become a signpost or half-way 
house on the way from the doctor’s surgery to the x-ray tube. 

Perhaps the resolution of this controversy can be helped by 
looking for the original causes of the practitioner's exclusion, 
Undoubtedly the most important is the almost universal over- 
working of x-ray departments at the present time ; and much 
of this excess of work is caused by the popularity of certain 
types of examination that take up an unfair proportion of the 
time available. Among these are the barium meals and enemata 
and the renal contrast serials, all of which it must be said are 
popular with doctor and patient. 
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While I do not think that a doctor using a department should 
be refused any particular examination he asks for, I feel that 
if the requests for examinations such as the above were to be 
discouraged among the practitioners themselves much of the 
argument for their exclusion would fall to the ground. And 
I do not think the general practitioner would be the loser. 
Barium meals and renal serials are but part of the full investi- 
gation of the relevant conditions and can seldom give a certain 
diagnosis until too late ; in both fields the hunt ought to start 
in the pathological laboratory and be carried on with the 
various instruments designed for looking inside the appropriate 
organ. The patient, of course, never having heard of the 
laboratory, is always keen to have an x-ray examination, but 
true diagnosis seldom starts with a film. And incidentally 
pathological tests are cheaper, and, in contrast to the attitude 
so often adopted by the radiologist, the average pathologist 
would welcome a little more work and contact with the G.P., 
and this would be good for all. 

An assurance that the more extensive and time-consuming 
examinations would seldom be requested by the G.P. would, I 
feel sure, alter the relationship between them and the radio- 
logist. I would therefore suggest that a gentleman’s agreement 
should be made not to ask for barium meals and enemata and 
renal contrast serials, because they are incomplete examinations 
in themselves ; extensive examinations of the spine and pelvis, 
because they are incomprehensible to ordinary mortals ; and 
pelvimetry, because it is so seldom necessary and because 
the wrong reading can lead to such disastrous results and 
decisions. 

All that part of the x-ray field which is most important to the 
busy practitioner is still left to him—namely, injuries, chests, 
pregnancy in its various stages, and the like. To demand access 
to the department for these purposes is reasonable and, if 
pressed, can hardly be denied. To ask for more is not only 
impossible at the present time, but is likely to raise the argument, 
and quite rightly, about the proper use of diagnostic facilities. — 
I am, etc., 


Swindon; Wilts. Guy ROwWoRTH. 


Sir,—In Dr. Collings’s report on general practice and in 
recent correspondence in the Journal it is suggested that a high 
proportion of patients referred to hospital out-patient depart- 
ments could be equally well diagnosed and treated by their 
general practitioners. The implication is that the G.P. is either 
too busy.or not sufficiently conscientious to spend the necessary 
time with his patients. 

I feel I must protest against this suggestion. Most doctors 
refer patients to hospital O.P.s with a view to obtaining certain 
definite information or specialized form of treatment—informa- 
tion and treatment which cannot be obtained by any other 
means. I refer particularly to various radiological and patho- 
logical investigations which are essential aids to the diagnosis 
and treatment of many conditions. 

Early diagnosis of cancer is constantly being urged upon us 
these days, and it is in this field that these ancillary aids are 
especially valuable. In a recent article in the Journal it was 
urged strongly that every patient over 40 years complaining of 
abdominal discomfort (not necessarily pain) should be referred 
for a barium meal to exclude the possibility of carcinoma of the 
stomach. Here for a start is one reason for crowded out-patient 
departments, and there are numerous other conditions which 
we cannot conscientiously treat without help from x-ray 
department or pathological laboratory. Only a few need be 
mentioned : 

The young person with general malaise and perhaps a slight cough. 
Physical examination may be negative, and then only the chest 
radiograph can reveal the early tubercular lesion. 

The woman with an obvious anaemia. Are we to send her away 
with a box of iron tablets (a procedure universally condemned by 
haematologists) or are we to send her for a full blood count before 


commencing treatment ? 

Are we to strap the “ sprained wrist” and send its owner away 
with a cheery word, or do we refer him for an x-ray examination 
to exclude the possibility of a fractured scaphoid ? 

We can treat a case of fibrositis or arthritis with aspirin and a 
“ rubbing bottle,” or we can refer it to the local hospital for physio- 
therapy and more rapid relief of the pain. 


Well might the consultants complain of crowded out-patient 
departments, but I submit that in a high proportion of cases 
this is due not to the G.P. evading his responsibilities but rather 
to his realizing them to the full. For we cannot obtain radio- 
graphs, pathological investigations, or even physiotherapy for 
our patients unless they pass through the bottle-neck of the 
out-patient department. 

The remedy lies in the hands of the hospitals. Allow the 
G.P. to refer his patient directly to the radiological department, 
pathological laboratory, or physiotherapy department, and a 
high proportion of the O.P. crowd would vanish. It seems 
strange that the most junior H.P. or H.S. can refer his patients 
for whatever investigation he thinks fit while he remains on the 
hospital staff, but that he loses this privilege as soon as he 
leaves for the greater responsibilities of general practice. 

Do not be afraid that G.P.s will abuse this privilege. 
Admittedly our prestige is falling, but it has not yet reached 
rock-bottom. We are the Cinderellas of the Health Service. 
Admittedly we struggle along with inadequate surgery accom- 
modation and admittedly we have too many patients on our 
lists, but with the present inadequate capitation fee we cannot 
afford either to improve our accommodation or restrict the 
number of our patierits. 

One of the chief ways in which the G.P.’s prestige can be 
raised is by closer co-operation with the hospitals. At the 
moment this can be done by the hospitals throwing open their 
various departments to the G.P., and later perhaps it is not 
too much to hope that we shall have small general-practitioner 
hospitals or wings set aside at general hospitals where G.P.s can 
assume full responsibility for the treatment of their patients.— 
I am, etc., 

Manchester. 


, F. NEVILLE VALDEZ. 


The G.P. at the Crossroads 


Sm,—I am pleased to see a trenchant letter on the position 
of the general practitioner (May 6, p. 1077). I have practised as 
a G.P. more or less for 60 years, and in my experience the 
prestige of the G.P. has gone down. 

Samuel Johnson with his clear penetrating brain observed 
that the value of a thing depends on its rarity, and doctors being 
willing to run to patients night and day and not insisting on a 
night service where practicable, such as in towns and cities, 
have reduced themselves to the level of slaves, and have thereby 
forfeited the respect of all thoughtful people. 

Several excellent practitioners have told me lately that they 
are sick of this National Health Service, being run off their feet 
and ordered about. An attempt should be made as soon as 
possible that a G.P.’s hours on duty shall be from 9 a.m. to 
7 p.m., and some other doctor or assistant specially appointed 
shall then take duty. Confinements, except in solitary districts, 
should be handed over to specialists for safety, and allow the 
G.P. some time to lead a rational life. Such confinements 
should be dealt with in hospitals. 

In the present state of affairs, with such crowded surgeries, 
it is impossible for a practitioner to examine a patient care- 
fully, and the inevitable result is that everybody is dissatisfied, 
the doctor more than the patient.—I am, etc., 


Renton, Dunbartonshire. JoHN T. MACLACHLAN. 


Sir,—Dr. E. Anthony’s letter (May 6, p. 1077) is yet another 
of many similar lately complaining of increased work, demand- 
ing patients, trivial calls, etc., since the start of the N.H.S. Yet 
the conditions listed in his letter, with the exception that one 
can always get emergency cases admitted to hospital, have 
always existed in practice in this area and have been regarded as 
normal. One wonders what kind of ideal practice Dr. Anthony 
had before the inception of the N.HLS. 

My practice is in a mining area, and before the N.H.S. began 
it consisted mainly of panel patients. | Non-insured persons 
were catered for by a club system, some practitioners having 
collectors who called for the small weekly subscription. 
Patients working at the collieries made a small deduction from 
their wages to the doctor of their choice to cover medical 
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attendance on their families. This was collected and paid 
quarterly by the colliery. There were, therefore, many of the 
trivial calls complained of, as there were no fees to be paid, 
and the N.H.S. has not caused any more work, as few hesitated 
to call on the doctor even before it began. The right of a 
patient to demand the doctor’s presence existed under the N.H.I. 
regulations, so no difference is noticed here if it exists under the 
N.HS. also. 

On the other hand, remuneration has increased, as one is now 
paid for each member of the family instead of all being covered 
by the deduction from the wages. Working-class families have 
been helped by being relieved of the cost of medicines. It 
would therefore appear that before correspondents complain 
that their own particular type of practice has suffered they 
would do well to remember that there are many varied types 
of practice, that in industrial areas the N.H.S. has brought 
little change in the type of work done and, so far as remunera- 
tion is concerned, has actually brought about an improvement. 
—I am, etc., 

Kelty, Fife. | A. SANJANA. 


Sir,—I have read with admiration the masterly summing-up 
by Dr. E. Anthony (May 6, p. 1077) of the medical situation 
to-day, as seen through the eyes of the general practitioner. 
Such a letter should be printed in leaflet form and distributed to 
all members of the profession and that host of officials con- 
nected with the administration of this ghastly scheme. 
Humanity is now unknown in the admission of acute cases to 
hospital, and the arrangements for such admission, if indeed 
any can be said to exist, are a disgrace to this or any other 
civilization —I am, etc., 

W. C. SLOAN. 


Birchington, Kent. 


Sir,—The letter from Dr. E. Anthony (May 6, p. 1077) should 
be read by every doctor in England, whether in the National 
Health Service or not. It gives the fairest and most accurate 
description of present conditions of service that I have so far 
read.—I am, etc., 

Brighton. STUART WARDEN. 


Laryngeal Obstruction during Whooping-cough 

Sir,—The following is an account of an interesting case of 
laryngeal obstruction. 

In the early afternoon of February 21, 1950, a female child aged 
12 months was brought by its mother to my private house. The 
history was that the child, who was known to have whooping-cough, 
had choked on a piece of gristle that she had picked off a bone she 
had found lying on the floor. She had vomited a small quantity of 
brownish fluid, seemed unable to breathe, and was getting more and 
more blue. On examination this was, in fact, true: the child was 
taking an occasional partial, insufficient respiratory excursion. Pulse 
was rapid, thready, and already irregular; colour was extremely 
cyanosed, and the child was unconscious. 

Digital examination at first showed nothing obvious; then some- 
thing like a piece of gristle was discovered and held in a pair of 
long curved forceps. Only a “ second-thoughts ” palpation prevented 
avulsion of the epiglottis. By this time, some 30-60 seconds later, 
the pulse was quite irregular, the child was in extremis, and a 
tracheotomy was performed via a 2 in. (5 cm.) transverse incision— 
a dilated and engorged anterior jugular vein being clamped en route. 
An airway was established, although respiration and adequate pulse 
did not return until 0.5 ml. of 1/1,000 adrenaline had been given 
directly into the right ventricle. The hole in the trachea was kept 
open with a pair of forceps until the out-patient department of the 
local hospital was reached. Here a small tracheotomy tube was 
placed in position and tied there. By this time the child was 
conscious and restless. She was then tied to a T-splint, with head 
hyperextended over the transverse arm, and nursed in that position. 

Quarter-hourly suction was started through the tracheotomy tube, 
and 50,000 units of penicillin given. Nepenthe (3 minims) was 
administered subcutaneously to quieten the child, who was then 
examined radiologically. No foreign body was seen to be present. 
That evening a direct laryngoscopy was performed by Mr. M. Spencer 
Harrison under general anaesthesia. Nothing was found, thus con- 
firming previous suspicion that the obstruction was due to cord 
spasm from combination of infection and foreign-body trauma, and 
that the foreign body had been coughed up before the child had 
been brought to me. 


Convalescence was thereafter stormy, but uninterrupted. The 
tube was removed the following evening, the skin wound stitched, 
and the child sent home in fourteen days still whooping occasionally, 
For the first four days after the tube was removed expiration was 
partly carried out via the skin incision (which had already been 
sutured); for some reason no surgical emphysema occurred. There 
were no lung sequelae, and no pyrexia after the first 36 hours, 
although there was some delay in healing of the skin wound, as 
there was apparently of the tracheal opening. 

—I am, etc., 


Burgh-le-Marsh, Lincs. D. PaGeT Davis. 


Contraception and the Catholic 


Sir,—Your correspondent Dr. M. C. Wilkinson (April 29, 
p. 1009) says that the Roman Catholic Church has never 
approved of artificial contraception. This is just playing with 
words. The three methods officially and theologically approved 
by the Roman Catholic Church are all extremely artificial pro- 
cesses preventing natural union. Thus they are far more 
unnatural than the simple placing of an occlusive cap as a 
barrier, which enables the couple to have a full, natural, and 
undistorted sex union.—I am, etc., 


London, W.1. Marie C. STOPEs. 


Industrial Dermatitis 


Sir,—Prevention rather than cure is now a firmly established 
principle, but needs to be practised more. Dermatitis is still the 
most costly and, in human terms, one of the most miserable 
causes of industrial compensation. Next to prevention, early 
treatment and close supervision are undoubtedly of great import- 
ance. It is unfortunately true that for a very large part of 
industry all these factors are 'acking. Industrial medical services 
cover only a part, and the .est have to rely for treatment on 
busy general practitioners who in most cases have no know- 
ledge of the working conditions or the type of work which 
their patients are doing. Prevention is therefore gravely 
inadequate. 

In the early stages of dermatitis the individual generally hopes 
for the best and remains at work, knowing that if he goes to his 
doctor he will probably have to wait an hour or two on a bench 
when he is tired and ready for his supper. He thus loses the 
chance of early treatment. Having seen his doctor, two things 
are likely to occur. First, he will forthwith be put off work 
as a case of industrial dermatitis—often without any query as to 
whether alternative work may be available in the factory. 
Secondly, he will be given a bottle of lotion or a box of oint- 
ment and told to use it (frequently with minimum appreciation 
of instructions) and told to come again in perhaps a week if it 
does not clear up. The individual is rarely able to do his own 
dressings adequately, and sometimes the remedy provided aggra- 
vates the condition. Instead of “troubling the doctor” the 
man continues the aggravation in the belief that the ointment is 
“ bringing the rash out”; this is a surprisingly frequent com- 
ment when treatment has quite clearly made matters worse. 

Some workers at the beginning are not conscious of the 
danger of making their condition chronic, and, in cases where 
firms generously pay full or almost full wages during incapacity, 
are not concerned by shortage of money. They are therefore 
content to be off work and inadequately treated at the very time 
when detailed supervision is most valuable. However, it is, I 
think, true to say that in most cases to be off work with 
dermatitis is demoralizing and depressing. 

It has been the experience of many who have to treat skin 
diseases in industry that if the individual can be kept at work 
under very close supervision both as regards personal hygiene 
and simple treatment (such as 1é@t. cal.) he may in many cases be 
left on the same job and recover. If the condition does not 
quickly respond he may still be kept at work and put on an 
alternative non-irritant job. This is usually rapidly effective, 
particularly since at work he is less likely to worry and scratch. 
If he then wishes to return to his previous job he may usually 
do so, still under close supervision, and generally experiences no 
further trouble. If there is any sign of recurrence then he is 
warned to keep off that type of work. If, however, he is allowed 
to go off work with the practical certainty of inadequate dress- 
ings and infrequent supervision the trouble will last longer and 
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may cause much anxiety and chronic disability. Later, with the 
damage done, he finds his way to the dermatologist. Naturally 
this is the minority of cases, for the recuperative powers of the 
human frame are great. 

What is the remedy for this unfortunate state of affairs ? 
Surely the extension of industrial medical services on a group 
basis, to include the provision of industrial skin clinics 
working in very close co-operation with the local general 
practitioners. The doctors in these clinics might well be part-time 
general practitioners in group practice with special experience of 
industry and of skin disease. They, and the industrially trained 
nurse, would be able to go into the factories and give expert 
advice on preventive methods. Workers would stay at work 
and come daily for whatever dressings were needed. If indi- 
vidual general practitioners wished to prescribe their own treat- 
ment the nursing staff would be able to carry out the necessary 
dressings, bringing the case to notice if response was not 
satisfactory, and a second opinion would be promptly available. 
I am, etc., 


Farnham Royal, Bucks. M. E. M. HERFoRD. 


Ruptured Mycotic Aneurysm 


SmrR,—The case of ruptured mycotic aneurysm with recovery 
reported by Drs. P. R. Graves and I. J. Brodie Russell (April 1, 
p. 768) is of much interest but is not unique. A‘similar, though 
more acute, case with a positive blood culture was seen in an 
Indian base hospital some years ago. 


A bombardier, aged 21, was admitted on February 25, 1946, in 
coma with a temperature of 105° F. (40.6° C.). The only history 
was that he had felt shivery during the previous afternoon and had 
taken mepacrine and gone to bed. The following morning he did 
not awaken, and, though at first thought to be oversleeping, was later 
found to be deeply unconscious. 

On examination he was just able to respond to painful stimuli. 
The pulse rate was 120 per minute. Moderate neck stiffness and 
an easily elicited Kernig’s sign were present. In the 3rd left inter- 
space, and to a lesser extent in the aortic area, a diastolic murmur 
of peculiar intensity, resembling tubular breathing in character, was 
heard. It was unlike the usual murmur of aortic incompetence but 
was associated with a collapsing pulse and a B.P. of 160/60. 
Examination of the C.N.S. revealed moderate bilateral papilloedema 
without haemorrhages, a partial right 3rd nerve paresis, diminished 
deep reflexes, and flexor plantar responses. 

Lumbar puncture showed a slightly blood-stained fluid under a 
pressure of 200 mm. of water. The blood was intimately mixed 
with C.S.F. and was not of traumatic origin. Repeated blood slides 
for malarial parasites were negative. Hb 108%, W.B.C. 15,000, with 
95% polymorphs. The urine showed a trace of albumin and sugar. 
At this stage the diagnosis was obscure. Cerebral malaria, meningo- 
coccal encephalitis, and subarachnoid haemorrhage were considered, 
but there were strong points against each of these diagnoses. Rupture 
of a mycotic aneurysm was also thought to be unlikely, although the 
possibility was not entirely discarded. Treatment with quinine, 
mepacrine, and sulphonamides was started pending diagnosis. The 
following day some improvement in the patient’s general condition 
and level of consciousness was noted. Further lumbar puncture 
showed a definitely blood-stained fluid under a pressure of 240 mm. 
of water, with raised protein and sterile culture. On the 3rd day 
impaired visual acuity (he was able to read only.the largest news- 
paper headlines) and a left homonymous hemianopia were noted. 
On the fifth day he deteriorated, with frequent vomiting, tachycardia, 
and fever ranging from 99°-103° F. (37.2°-39.4° C.). He showed 
classical signs of aortic incompetence and also a mitral systolic 
murmur and reduplicated first sound. B.P. 150/50. A few petechiae 
appeared on the arms. Albumin and red cells were found in the 
urine, which was sterile on culture. Neurological signs remained 
unchanged, and his C.S.F. showed 200 R.B.C.s, 15 lymphocytes, and 
5 polymorphs per cu. mm. A mild leucocytosis was still present. 

At this stage a diagposis of acute infective endocarditis with 
rupture of a mycotic aneurysm was made. This was confirmed by 
blood culture—a pure growth of a haemolytic coagulase-positive 
staphylococcus being obtained. Treatment with penicillin was started 
in doses which now appear homoeopathic—15,000 units, later rising 
to 30,000, being given 3-hourly for 30 days to a total of 5.5 mega 
units. 

Further crops of petechiae and a typical subungual splinter 
haemorrhage appeared. His haemoglobin fell 28% in eight days. 
The patient remained apathetic and disinterested, with an unhealthy 
yellowish-white skin against which the crops of petechiae stood out 
clearly. At the end of the first course of penicillin definite improve- 
ment had occurred, although the patient: lost much weight in this 


time. A further course of penicillin to a total of 14 mega units with 
“* sulphamezathine ” 30 g, was given. At the end of this second 
course the patient felt entirely well and was afebrile. Blood count 
was normal and blood culture negative. All neurological abnormali- 
ties had disappeared except for a minimal hemianopia. His aortic 
incompetence was slight in degree and he was able to walk energeti- 
cally about the hospital grounds without discomfort. He was 
eventually discharged to England, symptom free, three months after 
the onset of his illness. 


An onset as sudden as this, with coma preceded only by 
a few hours’ general malaise, must be very uncommon in 
infective endocarditis, and this at first tended to obscure the 
diagnosis. The coma was presumably due to rupture of a 
mycotic aneurysm, with haemorrhage in the region of the right 
optic tract, resulting in symptoms of: raised intracranial pres- 
sure and a left homonymous hemianopia. The degree of sub- 
arachnoid haemorrhage did not alone appear sufficient to 
account for the depth of his coma, the rise in C.S.F. pressure, 
the papilloedema, or the homonymous hemianopia. 

Alterations in the heart sounds were well shown in this case 
—the murmurs, character, and intensity of the sounds changing 
almost daily. It is possible, in view of the absence of previous 
rheumatic or congenital cardiac disease, that the. infective pro- 
cess initially attacked a bicuspid aortic valve. Cases of rup- 
tured mycotic aneurysm with recovery, although rare, may be 
more common than published figures suggest.—I am, etc., 


London, W.1. FRANCIS PAGE. 


Persistent Hiccough 


Sir,—I read the interesting report by Dr. B. Gallen (April 22, 
p. 960), and I would like to emphasize the importance of the 
psychological factor in such cases. 


Recently I saw a case of a middle-aged man in hospital recovering 
from pulmonary lobectomy. The operation had been carried out a 
week previously due to a morbid condition of the right lower lobe, 
and, on awakening from the anaesthetic, hiccoughing had persisted 
at intervals of five to six times per minute except during sleep. 
patient had become severely exhausted and was in constant pain. His 
condition was causing his medical attendants considerable concern 
and perplexity. Clinical examination, including x-ray examination of 
the chest, had revealed no specific organic cduse for the symptom, 
and all attempts at therapy were only of temporary avail. 
methods as phrenic crush on the side of operation and the placing 
of a cork between the teeth (a veterinary practice, I believe) were 
also without success. ; 

It was evident at interview that the patient was suffering from an 
acute anxiety state, and the establishment of rapport was difficult 
due to the severity of his distress. Attempt at hypnosis was strongly 
resisted, the patient complaining that he was too tired to concentrate. 
On the following day an investigation of the patient’s personality was 
carried out under the influence of intravenous sodium thiopentone, 
and much free flowing anxiety and depressive features were exhibited. 
For some years he had been under considerable pressure of work 
and undue strain in his capacity of a business executive, and 
in addition he had become involved in a love affair with one of his 
business associates, unbeknown to his wife and family. He had been 
leading a double life in two separate homes, living in an a 
fraught with guilt, frustration, and anxiety. He intimated that the 
idea of returning to this unfortunate milieu was wellnigh intolerable. 
He had also had to undergo a prolonged period (some twelve months) 
under medical investigation for the condition in his chest before 
final arrangements were made for specialist investigation and opera- 
tion at a large hospital. He had felt lonely without his family to 
comfort and reassure him in the face of a major surgical condition. 

During the narco-analysis positive suggestion: was given that his 
hiccoughing would cease, and this met with success. It was explained 
to him that his symptom was psychogenic in causation and would 
cease with his ability to relax. He was persuaded that his worries 
would be ventilated and discussed at a later date and that no doubt 
some workable solution to his problems would be reached. There- 
after his symptom, greatly modified in intensity, recurred-at infre- 
quent intervals and was easily controlled by sodium amytal 1 gr. 
(65 mg.) b.d. by mouth (an unusually small dose). This was combined 
with continued suggestion and reassurance at subsequent interviews. 
Moreover we were particularly fortunate to have the invaluable aid 
of an intelligent, sympathetic, and tactful nurse from whom the 
patient was able to gain much comfort and understanding. Forty- 
eight hours after the institution of psychiatric treatment the symptom 
was entirely absent. j 
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A speedy and efficient recovery was made in his general condition 
and he was discharged to convalescence at the seaside within seven 
days. Five weeks after operation he was again seen, and he stated 
that he felt fit to face the problems of his domestic situatien and 
business without envisaging any major changes or readjustments. He 
had no fears about the return of his symptom. 

I report this case in order that medical men, when presented 
with similar problem cases, might not overlook the psycho- 
logical aspect in these conditions and so save themselves and 
the patient needless anxiety and discomfort.—I am, etc., 


London, W.14. NEVILLE MURRAY. 


Chlorosis 


Sir,—The observation of Dr. R. K. Steen in your issue of 
April. 22 correlating chlorosis with dysmenorrhoea is particu- 
larly interesting in view of the changed clinical picture that 
chlorosis has shown in the last two hundred years. Cullen’ 
describes chlorosis as a condition in young women who have 
not started to menstruate and who show a “ sluggishness and 
frequent sense of lassitude and debility with various symptoms 
of dyspepsia. At the same time the face loses its vivid colour, 
becomes pale. . . .” Wallis’ gives a similar description, includ- 
ing the non-appearance of the menses. An anonymous text- 
book’ states “ this disorder is called chlorosis when the patient 
has not yet had any menstrual appearance; at other times it 
is called a suppression of them.” This book also recommends 
“steel waters” and “simple filings of iron” for treatment of 
chlorosis. 

However, by the end of the nineteenth century Osler* defined 
chlorosis as “an anaemia of unknown cause, occurring in young 
girls, characterized by a marked diminution of the haemo- 
globin.” In the general description he notes “ menstrual 
disturbances are very common—amenorrhoea or dysmenor- 
rhoea.” 

In the present century Witts’ only mentions that “ menor- 
rhagia may be very troublesome.”—I am, etc., 

London, W.5. M. D. WARREN. 
REFERENCES 


1 First Lines of the Practice of Physic, 1802, Edinburgh. 

2 The Art of Preventing Disease and Rest Health, 1793, London. 
8 Compendium of Physic and Surgery, 1769, London. 

* Principles and Prattice of Medicine, 1901, Edinburgh and London. 
5 Price’s Textbook of the Practice of Medicine, 1946, London. 


Diabetes and Addison’s Disease 


Sir,—In the annotation on this subject (April 8, p. 829) 
evidence is provided in the first paragraph that Addison’s 
disease superimposed on diabetes renders the latter more diffi- 
cult to control, yet the reverse is implied in the second para- 
graph. I can quite understand that the hypoglycaemia of 


- adrenal insufficiency may be beneficial to diabetes, as Simpson’ 


apparently observes, and that cortisone would therefore destroy 
the benefit. The reasons for the efficiency of D.O.C.A. treat- 
ment are more difficult to appreciate, though possibly the 
restoration of the electrolyte balance may be responsible. 
Perhaps your evidence, taken from Balfour and Sprague,’ 
that “control of the diabetes then became difficult” bears 
some other explanation.—I am, etc., 
Preston. E. B. Love. 
REFERENCES 


1 J. clin. Endocrinol., 1949, 9, 403. 
2 Amer. J. Med., 1949, 7, 596. 


Treatment of Obesity 


Sir,—Once again newspapers and periodicals are in full flood 
with articles and news items on the treatment of obesity, and 
one of them (I assume truthfully) reported a doctor at one of 
our teaching hospitals as saying that the loss of a stone in 
weight in two to three weeks would be too great a shock to 
the system. Would someone care to give an account of’a case 
of such shock? The majority of patients I treat lose this 
amount in three weeks, and even in two (without the help of 
drugs). I have done it more than once myself. I have never 
observed or felt any untoward symptoms, and my patients 


express only profound gratification. Few of them would waste 
their time on a diet which took months. 

Another fallacy among doctors is the widespread practice of 
reducing fluid intake to 14 or even 1 pint (568 ml.) per day. It 
is surprising how few people drink more than 2-2} pints a day 
anyway. This means that the average patient can expect to 
weigh about 14 Ib. (0.7 kg.) less for as long as he observes the 
restriction. The benefit seems hardly commensurate with the 
hardship, especially to a patient weighing, say, 16 stone already 
on a restricted diet. As soon as the restriction is lifted the 
weight is replaced. Salt restriction is usually prescribed together 
with water restriction, and, as a rule, consists of prohibiting 
all added salt. I have attempted to estimate the amount of 
salt that might be saved in this way by observing the eating 
habits of my neighbours. It would amount at the most to a 
few grammes, and the resultant loss of fluid retentive power 
would (allowing 0.9% as isotonic saline) perhaps amount to one 
pound. Once again, immediately the restriction is relaxed the 
weight is replaced. Whatever the value of fluid and salt restric- 
tion in such cases as nephritic or cardiac oedema, where it must 
be stringently and indefinitely practised to be effective, it can 
hardly be considered worth while in obesity. Some say water 
restriction makes it difficult for the patient to eat more, but any 
patient will learn to take the moist foods or those served in a 
semi-liquid state. A diet that depends on such a subterfuge is 
a poor affair. 

I wonder how many doctors realize the importance of having 
their patients weighed on the same scales, in the same clothes, 
and at the same time of day. Scales differ by 2-3 lb. even in 
chemists’ shops, and I have myself weighed 5 Ib. more at 
7 p.m. than I did at 12 noon the next day on one occasion. 
There are several other ideas still prevalent in the profession. 
One is that fat people get fat because their metabolism is lower 
than that of others. (They use this as an excuse for prescribing 
thyroid.) This is just not true except in the case of the true 
thyroid deficiency, which is a comparatively rare cause of 
obesity. Another is that when a fat person is being reduced 
he retains water in the tissues, presumably where the fat used 
to be. This, it is claimed, is borne out by the effect of a 
mercurial diuretic. Except in certain cases of pituitary disease 
this has never been confirmed, and in ordinary exogenous 
obesity the effect of a mercurial diuretic lasts only as long as it 
is being administered. 

There are other little fads of little or no value that some still 
cling to ; but I feel that it should once more be stated that loss 
of weight in an otherwise healthy obese person never does harm 
and can only do good, no matter how rapidly it is lost (provided 
protein is not depleted), and that it is fat that we want the 
patient to lose. Water is of little importance and will look 
after itself in the majority of cases.—I am, etc., 

London, W.9. 
Early Rising for Puerperal Women 

Sir,—The paper on the above subject by Dr. A. B. Swarbreck 
(April 22, p. 936) is a step in the right direction, but it is a pity 
he did not give scientific support for his methods: these might 
have proved more satisfactory too for Professor A. Bradford 
Hill (May 6, p. 1074). I can only quote from a small series 
of just over 180 cases where I have practised early ambulation. 

The basis for the method is the fact that for the first five 
days following operation (or confinement), if the patient is kept 
in bed entirely, there is a breakdown of body proteins equal to 
about a litre of blood plasma. This breakdown cannot be 
stopped by the transfusion of plasma: the protein is completely 
replaced only after a further period of 18-19 days. The loss of 
body protein, however, can be preventedyby early rising, and by 
this I mean a much more active routine than practised by 
Dr. Swarbreck. Patients are encouraged to go to the toilet, 
wash, and dress their hair from the beginning. Sitting in a chair 
is not encouraged, though early ambulation has no influence 
either way on the occurrence of pulmonary embolism. To 
those who may fear haemorrhage post-partum I should suggest 
that this fear will be overcome by the routine intravenous 
injection of ergometrine (0.25 mg.) immediately after delivery 
of the head, a method which received the blessing of Sir William 
Gilliatt at the Congress of Obstetrics and Gynaecology held in 
London last July. 


A. LEwIs. 
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Sixty-three of my small series of cases were multiparae, and 
these women were able to compare early ambulation with up to 
three weeks in bed in one case. Their sense of well-being 
through physical fitness was a source of great pleasure to them. 
Finally, early ambulation can be practised in domiciliary mid- 
wifery, but I firmly agree with Dr. Swarbreck that the method 
should be used neither for the early return to household duties 
nor for the early discharge from hospital, where. a stay of 
14 days is suggested, with exercise out of doors early in the 
puerperium.—I am, etc., 


London, N.13. I. S. ROBERTSON BAIN. 


Infant Mortality from Birth Injury 


Sir,—In your annotation on infant mortality from birth injury 
(May 6, p. 1061) various theories to account for the recently 
increased injury mortality are discussed. One theory, however, 
is not mentioned, although it may appear in the report of the 
joint committee on which you comment. I wonder whether 
the recently increased emphasis on antenatal care has tended to 
produce larger babies and therefore a disproportion between 
the baby and a mother herself born at a time when thorough 
antenatal care was not considered necessary. If this be true 
the birth injury mortality rate should have fallen again in 
twenty years’ time.—I am, etc., 


Oxford. MARGARET C. SUMMERS. 


Kahn Test Difficulties 


Sir,—In a very few cases where it is difficult to obtain again 
the blood of a patient whose serum is haemolysed I have had 
success with the following technique. 

The entire Kahn test is carried out as usual, but before the readings 
are recorded the tubes of the haemolysed serum are numbered and 
centrifuged for 10 to 15 minutes at a high speed. The supernatant 
fluid is carefully removed by a pipette and an equal amount of saline 
— The tubes are shaken for aboft three minutes and readings 

en. 

In a positive case the antibody-antigen reaction is complete and 
deposits the flocculating material on centrifuging. On addition of 
saline the flocculation reappears and no difficulty is experienced in 
recording the results. In a negative case no such flocculation is 
seen. 

I shall be interested to hear if there are any objections to 
this method.—I am, etc., 


Bombay. N. V. GuRJAR. 


Wilson Hey Prostatectomy 


Sir,—Surgeons who practise the Wilson Hey prostatectomy 
will have found difficulty in preserving from destruction by the 
diathermy the linen, nylon, or silk thread which is placed in 
the urethra at the commencement and used at the completion 
of the operation to draw the bladder drainage tube along the 
urethra into its final position. Severance of this guide may 
cause great annoyance to the surgeon because of the difficulty 
of searching for the cut urethral opening at the bottom of the 
prostatic cavity prior to passing another guide from within 
outwards. 

We have tried many materials, and finally solved the prob- 
lem when we found that a ureteric catheter withstood the 
cauterizing effect of the diathermy. We now keep discarded 
ureteric catheters for use with the Wilson Hey prostatectomy, 
and one of these is ster#lized by boiling for two to three minutes 
before operation. It is then attached to the usual bougie by a 
length of linen thread, passed from the bladder along the 
urethra, and held in position by two Spencer-Wells forceps, 
one of which is fixed close to the tip of the penis and the other 
to the end which protrudes from the bladder. I hope surgeons 
who practise the Wilson Hey prostatectomy will put their dis- 
carded ureteric catheters to this purpose and find it as useful 
and time-saving as we have.’ 

Incidentally, a ureteric catheter with its stilet in situ may be 
conveniently used for ureteric meatotomy instead of the Lane’s 
meatome. The catheter and stilet is passed along the operating 
cystoscope into the bladder; the external end of the stilet is 
connected to the diathermy by a lead, and, under vision, the 


stilet is then pushed a few millimetres further into the bladder 
beyond the open end of the catheter. It is now ready for use 
as a cutting electrode. This simple apparatus replaces perfectly 
the more elaborate and very expensive meatome.—I am, etc., 


Sheffield. DAvID AIKEN. 


Rheumatoid Arthritis 


Sir,—The criticisms of Dr. Francis Bach and Dr. A. B. 
Hegarty in your issue of April 22 (p. 957) make good reading. 
It is indeed a sorry sight to me how such distinguished 
clinicians, some of them of international reputation, are com- 
mitting scientific hara-kiri by sinking helplessly on to the two- 
edged sword of the mere statistician, appearing to disregard the 
indisputable fact that the role of statistics in clinical medicine 
is a unilateral and limited one only, and can hardly serve as a 
proper basis for aetiological considerations in a disease of such 
complexity as rheumatoid arthritis is well known to be. How 
can anyone imagine that a disease in which so many aetiological 
factors, some predisposing, some causative, some aggravating, 
operate simultaneously should conform to the statistical strait- 
jacket ? 

Anyhow, what is wrong with clinical observation? Why 
should it now be relegated to the back benches in disgrace ? 
From Hippocrates onwards for over two thousand years it has 
been the careful and trained clinical observation and the sound 
resultant evaluation, the judicium medicale, which laid the 
foundations of all medical practice and scientific progress. 
Never before has it been so clearly demonstrated how fallacious 
a “controlled investigation ” can be when it is based on mainly 
statistical considerations. In the first place, rheumatoid arthritis 
is not a uniform disease. In several reports’** I have drawn 
attention to the widely differing forms which it can take at 
various periods of the human life. Inter alia, there is a quite 
special type, characterized by spindleform swellings of the 
fingers, insidious slight rises in temperature, etc., occurring 
exclusively in young females. So even if the age distribution 
in the 1,320 cases analysed did not show a numerical prevalence 
in young women it still does not prove that no special aetio- 
logical correlation exists between the young females and 
rheumatoid arthritis in at least one form. It is therefore 
misleading to give the rising medical generation the impressions 
that no such connexion exists, as the Report would appear to 
have it. 

Exactly the same thing applies to the statistical finding that 
“no association between menopause and rheumatoid arthritis 
can be inferred.” Everyone with opportunities to see large 
numbers of middle-aged women knows all too well the meno- 
pausal arthritis sui generis, characterized by Heberden’s knots, 
overweight, etc., and it is therefore not only misleading but 
positively detrimental to the interests of the patients to ignore 
this fact, which in reality constitutes a good foundation for the 
successful therapeutic approach. The statistical comparison 
of morbidity at the menopausal age of a group of rheumatics 
chosen at random with the corresponding numbers of the whole 
female population does not touch even the fringe of the aetio- 
logical problem ; in fact, it just by-passes it. The whole reason- 
ing throughout reminds one of the ancient Greek philosopher 
who asserted: “ Where I am, death is not ; where death is, I 
am not: therefore, death is not.” 

The gravest error has been committed in regard to “ focal 
sepsis.” I have yet to meet the experienced rheumatologist who 
has not witnessed almost daily a tonsillitis or sinusitis followed 
closely by rheumatoid arthritis. Among the most revealing 
observations here are those of Coburn,‘ who found that patients 
suffering from rheumatoid arthritis often showed evidence of 
S. haemolyticus in their tonsils while in New York, whereas the 
same patients when sent to Florida showed no such infection 
after eight to ten days, and with the disappearance of the germ 
the rheumatoid symptoms also disappeared. His findings are in 
absolute conformity with those of Griff’ and the previous ones 
of Small. Even more convincing is the parallel case of the very 
vicious type of arthritis which follows gonococcal infection. 
Or is it perhaps the exclusive privilege of the gonococcus on 
the one hand and the urethra or prostate on the other to send 
emissaries to the joints? This would be a unique physio- 
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logical and biological experience indeed, contrary to all 
accepted knowledge. Surely there must be something wrong 
with the negative findings of the Edinburgh otolaryngologist 
concerned. 

Drs. A. B. Hegarty and J. W. Paulley (April 22, p. 957) have 
already sufficiently repudiated the statement in the Report that 
“the widely held belief that psychological factors play an 
important part in the aetiology of arthritis is not borne out by 
the controlled investigation.” I would only add that my own 
observations have abundantly proved it to be otherwise. In fact, 
I have often seen a patient whom I have discharged for all 
practical purposes as cured returning to me a year or so later 
almost a complete wreck following the death of a beloved 
relative or some similar mental shock or distress. 

Another fallacy relates to the “ onset of the disease,” to fix 
a date for which is well nigh impossible from an aetiological 
standpoint if one takes into consideration the important bearing 
which heredity and constitution have on patients at all ages 
and stages. In many cases the onset can be traced backward 
to the “ growing pains ” and chorea of infancy and childhood ; 
in others the seeds of the disease have probably been sown 
before birth. How can one found statistics on that ? 

This brief survey will serve to show on what shaky founda- 
tions this whole “controlled investigation” rests. A much 
more substantial criticism could be made if the actual data 
were made available for all to read, so that one would not 
simply be asked, as one now is, to accept as a credo the findings 
of, to quote Dr. Bach, “ young men inexperienced in the study 
of the rheumatic patient.” One can fully share his anxiety 
about the harmful effects which this Report, with its negative 
attitude to the value of clinical observation, will have on the 
younger medical generation who are already not helped but 
hindered by the ubiquitous use of technical aids to modern 
medicine, thus eliminating the need to observe for themselves 
clinically. Take this away, and you have only half a doctor. 
—TI am, etc., 


London, W.1. L. SCHMIDT. 
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Sir,—In the leading article on the aetiology of rheumatoid 
arthritis (April 8, p. 826) it is stated that the report of the 
Scientific Advisory Committee of the Empire Rheumatism 
Council “ has set an example which should be followed in other 
rheumatic conditions.” This is inexplicable to me, because of 
the close identity of the conclusions with the statistically con- 
trolled evaluations in the matter of its aetiology, etc., in 
Rheumatic Fever, by May G. Wilson (1940, New York)—the 
fruit of the observation for 20 years of some 700 intern and 
extern cases—and, indeed, with the study by Cohn and Lingg 
(J. Amer. med. Ass., 1943, 121, 1). The report is a worthy 
successor but not a prototype in the study of the rheumatic 
diseases.—I am, etc., 


Dublin. A. D. McDwy_er. 


Sir,—The report by the Scientific Advisory Committee of the 
Empire Rheumatism Council on rheumatoid arthritis (April 8, 
p. 799) has regretfully omitted to give a clear definition of 
what is “ rheumatoid arthritis.” It is not enough to refer to 
“standard textbook” descriptions, because there are many 
textbooks in circulation, some of which may not even have 
the approval of the council, and because there is utter con- 
fusion amongst practitioners on the definition of rheumatoid 
arthritis. 

I must suggest that the Scientific Advisory Committee give a 
detailed description of the clinical picture and the criteria of 
rheumatoid arthritis. The different nomenclatures found in 
textbooks (I take it meaning textbooks in the English language) 
complete the existing confusion. It is high time that a lead was 
given by the Empire Rheumatism Council, at least to the 
Commonwealth.—I am, etc., 


Johannesburg. NATHAN FINN. 


Finger-splints from Old Files 


Sir,—Most G.P.s have by this time collected a store of old 
files from boxes containing ampoules, and (like old razor blades) 
might like to know a good way of using them. Take a 6-in. 
(15 cm.) strip of 3-in. 
elastic adhesive band- 
age and stick six such 
files on it. Fold the 
elastic adhesive band- 
age back across the 
files as shown in the 
figure. You will then 
have an_ excellent 
finger-splint which 
will stick in position 
and remain reason- 
ably efficient so long 
as it is supported by a 
firm bandage. The 
files adapt themselves to the curve of the finger. Bulky dress- 
ings on the flexor aspect of the digit are a contraindication to 
its use.—I am, etc., 


Birmingham, 28. 
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Brachial Neuralgia 


Sir,—Dr. W. M. Philip (April 29, p. 986) has made an excellent 
contribution to the subject of brachial neuralgia and has placed 
the aetiology of the condition in better perspective than here- 
tofore. My own findings certainly tally with his. I have 
noticed, however, that oblique radiographs of the cervical spine 
often show remarkably small intervertebral foraminae, without 
necessarily causing symptoms. Also the root pressure observed 
clinically does not always correspond with the smallest inter- 
vertebral foramen, as observed on the radiograph. I submit 
that there must be another mechanical factor, not necessarily 
the prolapsed disk, which produces variable pressure effects. 
This factor must be increased fluid pressure—either oedema or 
synovial effusion. 

There are cases, like the second which Dr. Philip cites, in 
which the symptoms come on gradually, but so often there is. 
a rapid onset associated with mild trauma. An osteo-arthritic 
joint is easily disturbed, and increased synovial effusion the 
sequel. Such an effusion in either the apophyseal or neuro- 
central joints would cause increased mechanical pressure in the 
intervertebral foramen. The nerve-root irritation sets up reflex 
muscular contractions in the immediate vicinity of the joint, 
which further impedes circulation, and a vicious cycle is 
established. Dr. Philip states that spontaneous recovery 
usually occurs. How could this happen if osteophytes and the 
size of the foramen be the main factor? Surely the effusion 
or oedema diminishes gradually and the pressure correspond- 
ingly fades. In the treatment, Dr. Philip indicates that rest is 
the most important factor. Yes, because it allows the effusion 
to subside and decreases the irritation of the nerve and joint, 
but I would submit that the effusion or oedema can be reduced’ 
much more rapidly by traction to the neck than by rest. 
Dr. Philip says that extension of the neck is worth trying. This 
is a vast understatement, considering the remarkably good 
response obtainable by traction, but traction must be applied 
in the correct manner. Continuous traction is only rarely indi- 


. cated. Infinitely better results are obtained by intermittent 


traction. 


The technique is simple and can be learned quickly by any physio- 
therapist. The patient should lie supine on a table with the ankles 
firmly strapped. The operator then grasps the patient’s head with 
the right hand round the occiput and the left hand under his chin, 
so that the neck is in slight flexion. The patient is asked to relax, 
while very gentle traction is started. It is increased until the head is 
being pulled firmly and it is maintained for about thirty seconds. 
Then the’ traction is decreased slowly. It is very important not only 
to commence the traction slowly, but to relax slowly, in order to 
avoid irritation of the nerve root., A sudden release after firm tractiot 
can cause a good deal of pain, Inore irritation, and therefore more 
effusion. The traction is repeated five or six times. No more than 
five minutes need be spent upon the treatments, but to be effective 
it must be done daily. 








f old 
lades) 
6-in. 





lress- 
yn to 


lent 
laced 
here- 
have 
spine 
hout 
rved 
nter- 
bmit 
arily 
ects. 
a or 


5, in 
re is. 
ritic 
the 
uro- 
| the 
eflex 
oint, 
e is 
very 
| the 
sion 
ond- 
st is 
sion 
dint, 
iced’ 
rest. 
This 
ood 
lied’ 
ndi- 
tent 


ysio- 
ikles. 
with 
shin, 
Jax, 
id is. 
nds. 
only 
r to 
tion 
nore 


tive 





May 20, 1950 


CORRESPONDENCE 


1207 


British 
MEDICAL JOURNAL 





Since we have commenced using this technique at hospital 
the results have been so satisfactory that other physiotherapy 
techniques have been superseded and found unnecessary. Some- 
times head suspension in a Glisson’s sling is more effective, but 
we use the same principles of intermittent traction as with 
manual traction. In fact we usually commence treatment with 
manual traction, and as soon as improvement is noticed the 
patient proceeds to head suspension. 

To give one of many examples, a patient recently attended hospital 
with an attack of brachial neuralgia similar to the one she had had 
twelve months before. On that occasion the patient had infra-red 
radiation and short-wave diathermy. It took six weeks to recover. 
— time she had daily manual traction and her attack was over in 
six days. 


The explanation I would offer for the efficacy of this treat- 


‘ ment is that during traction the intervertebral foraminae are 


opened. This reduces the pressure, decreases the venous 
engorgement, and, in turn, diminishes the oedema and effusion. 
—I am, etc., 


London, W.1. ALAN STODDARD. 


The Parotid Gland and the Facial Nerve 


Sir,—In his article on complete excision of the parotid gland 
with preservation of the facial nerve Mr. H. A. Kidd (April 29, 
p. 989) comments on the anatomy of the parotid region, citing 
authors such as Hamilton Bailey. Mr. Kidd finds it difficult to 
believe that there exists a collar-stud formation of the gland 
in relation to the facial nerve. I investigated the problem some 
time ago, and in my article in the Journal of Anatomy (1948, 82, 
183) showed that no such simple arrangement exists—the gland 
wraps itself indiscriminately round the branches of the facial 
nerve.—I am, etc., 


Aberdeen. JoHN McKENZIE. 


Development and Behaviour of Children 


Sir,—I am grateful to Dr. Ff. Roberts (April 29, p. 1007) for 
calling my attention to a paragraph in my Charles West Lecture 
(April 15, p. 866) that might well have been phrased differently. 
I accept his criticism ; it was not my intention to imply dogmati- 
cally that acquired characteristics may be transmitted to the 
next generation. The point I wanted to make was this: the 
child that passes through a prolonged period of emotional 
instability is liable to become a “ nervous” adult, and to have 
“nervous” children. And in stating that other clinicians would 
doubtless agree with me I had in mind their clinical experience 
of these “nervous ” families rather than their views upon the 
mechanism by which emotional instability is transmitted. In 
my own view it is much more a question of environment than 
of heredity.—I am, etc., 


Liverpool. NorRMAN B. CAPON. 


POINTS FROM LETTERS 


~ 


Private Consultant Practice 


Dr. P. R. C. Evans (Wrexham) writes: Many of us will have read 
with appreciation the article by Sir Heneage Ogilvie (March 25, 
p. 683). He has rightly’ stressed the importance of private con- 
sultant practice. The day-to-day competition between consultants 
for private patients keeps them alert and abreast of the times, and 
this, surely, is to the benefit of the whole community. In some 
quarters there is at present a tendency to favour whole-time clinical 
consultant appointments on ideological grounds, and also on the 
grounds of administrative tidiness. I consider that for the ultimate 
benefit of the Service all clinical consultant posts in the National 
Health Service should be on a part-time basis, thereby allowing the 
present whole-time men to escape the feeling of being hutch rabbits. 


. 


The Granny Racket 

Dr. H. G. Howitt (London, S.W.16) writes: Sir Heneage Ogilvie 
(May 6, p. 1074) seems most concerned about the death rate and 
the danger of making generalizations from a few figures. Yet, 
quoting his own small waiting list for hernia operations, he infers 
that the hospital waiting lists are not so large as advertised. . . . 


Obituary 








‘ 


Dr. JoHN ALLAN WaHirTe, who died at Saltcoats on February 
21, was born in Bathgate in 1890. He was educated at Glasgow 
High School and Glasgow University, where he graduated M.B., 
Ch.B. in 1918. Dr. White was house-surgeon to Sir Kennedy 
Dalziel and house-physician to Professor T. K. Munro at the 
Western Infirmary, Glasgow, before going on to hospital 
appointments in the Royal Infirmary and the Royal Samaritan 
Hospital, Glasgow, and at the King Edward VII Hospital, 
Cardiff. He then entered general practice as assistant to 
Dr. Gilmour, of Saltcoats, and soon, after a period in partner- 
ship, succeeded to the whole practice. For many years 
Dr. White was active in the Ayrshire Division of the British 
Medical Association, being a member of the Divisional Execu- 
tive for nine years. Before the passing of the National Health 
Service Act, Dr. White had acted for many years as chairman of 
the county panel committee and had since been a member of 
the local medical committee. In addition, he was on the local 
medical war committee for several years, and was in charge of 
the first-aid post for Ardrossan and Saltcoats. As chairman of 
the Ayrshire committee for the Scottish Blood Transfusion Ser- 
vice, Dr. White also gave valuable service to the community. 
Among his appointments were those of certifying factory surgeon, 
medical officer for Rockvale Home, Largs, and for convalescent 
homes at Largs and at Seamill. Dr. White devoted a great deal 
of time and energy to his voluntary duties, and often came to 
meetings at considerable inconvenience to himself and when, 
latterly, he was not in a good state of health. He was always 
most helpful and friendly in his dealings with his professional 
brethren. He was an elder of the Church of Scotland for 
twenty-five years and was a founder-member of the Ardrossan- 
Saltcoats Rotary Club. He was keenly interested in music and 
was himself an accomplished pianist. Dr. White leaves a widow 
and one son, who is at present studying medicine at Glasgow 
University.—B. R. N. 


Dr. HuBert JOHN STARLING, who died on April 10 at the age 
of 76, was well known in East Anglia, and particularly in 
Norwich. Born in 1874 in India, where his father was Clerk 
of the Crown at Bombay, Starling was educated at St. Paul’s 
School, London, and at Guy’s Hospital, graduating M.B. in 
1897 and proceeding M.D. two years later. The name was 
not unknown at Guy’s, as his brother, the late Professor E. H. 
Starling, had qualified from the same hospital some years 
previously. After holding appointments as house-physician and 
gynaecological house-surgeon at his teaching hospital, Starling 
served as a civil surgeon in the South African war, until he was 
invalided home on account of dysentery. In 1902 he settled 
in Norwich in general practice. For several years he also 
practised as an anaesthetist and was the first honorary anaes- 
thetist to be appointed to the Norfolk and Norwich Hospital in 
1911. On the formation of the Military Heart Hospital at 
Colchester during the 1914-18 war, on the recommendation of 
the late Sir James MacKenzie and Sir Thomas Lewis, Starling 
was appointed to the staff. This was one of the happiest periods 
of his life, for here his interest in cardiology, already estab- 
lished, was deepened and here were formed the many friend- 
ships with cardiologists. British and American, which were 
cemented later at meetings of the Cardiac Club—later to be 
known as the Cardiac Society of Great Britain and Ireland—of 
which Starling was a founder member. On his return to 
Norwich after demobilization he was elected an assistant 
honorary physician to the Norfolk and Norwich Hospital, 
becoming full physician in 1928. He served the hospital with 
unstinted devotion until his retirement under the age limit in 
1939, when he was appointed to the consulting staff. From 
1939 until a short time before his death Starling was chairman 
of. the local medical board under the National Service Act, He 
contributed many articles to the medical journals, always of 
clinical, and mainly of cardiovascular, interest. He was active 
on many committees, both lay and professional, and was 
especially well known in the musical life of the city. He himself 
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had a good singing voice and was an accomplished organist. To 
all his activities, professional and otherwise, Starling brought 
a refreshing and vigorous enthusiasm, which, however, he would 
be the first to admit sometimes outpaced sober reflection. 
Innately honest and definite to the point of dogmatism, from 
his patients he expected—as did many doctors of his generation 
—obediéence as strict and meticulous as the care he lavished 
upon them, while from his assistants he asked a devotion to 
duty as high as his own. A voracious, rapid, and critical reader. 
of both professional and general literature and gifted with a 
retentive memory, he was a conversationalist and debater of 
no mean order. The loud and booming laugh with which he 
was wont to signalize either amusement or derision will long 
be remembered by his colleagues. Among the many who have 
brought lustre to the reputation of the Norfolk and Norwich 
Hospital, H. J. Starling has an honourable place. He is survived 
by his widow, who before marriage was Miss Theodora 
Fairbank, and by two sons, Dr. Evelyn Starling and Mr. T. S. 
Starling.—B. M. 


Mr. BERTRAM HENZELL Pipcocx, of Winchester, died on 
March 23 at the Royal Hampshire County Hospital after an 
emergency operation. He was born in 1892, and his father had 
a medical practice in Hampstead. After leaving University 
College School, London, he went to St. Bartholomew’s Hospi- 
tal, and qualified in 1916. Further studies were interrupted by 
the war. He joined the Navy and served as a surgeon lieutenant 
in destroyers and on the cruiser Binghams. After the war 
Pidcock graduated M.B., B.S. in 1919, and he took the F.R.C:S. 
in 1922. He held posts at St. George’s Hospital, including that 
of registrar and resident assistant surgeon.- In 1924 he joined 
Mr. Herbert Godwin, who had a large surgical practice in 
Winchester and the surrounding districts. He was appointed 
honorary assistant surgeon on the staff of the Royal Hampshire 
County Hospital, and on Mr. Godwin’s retirement he took 
over the extensive practice as a consultant general surgeon. 
Later Mr. Pidcock became the senior surgeon of the Winchester 
Hospital. He had always been specially interested in ear, nose, 
and throat work: he inaugurated a Clinic at the hospital, 
and, since the recent war, had devoted himself almost entirely 
to this branch of surgery. For some years he had the mis- 
fortune to suffer a succession of illnesses which caused periods 
of absence from work and diminished his activities, although 
the illness which caused his untimely death was short and 
unexpected. Mr. Pidcock devoted much of his leisure to music 
and he was a pianist of some ability. He was also a keen 
fisherman. He was chairman of the Winchester Division of the 
British Medical Association from 1930-3 and president of the 
Southern Branch from 1938 to 1940. Outwardly somewhat 
reserved, his sensitive and conscientious temperament and 
altruistic nature were best appreciated by his patients and his 
personal friends. He married in 1929 Margaret Griffith, who 
survives him with three sons. 


Dr. ERNEST MartTIN, who died at his home in Didsbury, 
Manchester, on April 17, joined the Ministry of Health in 
1925. After graduating M.B., B.S. at the University of Dur- 
ham in 1906 he had built up an extensive general practice in 
Oldham, where he was the popular secretary of the Oldham 
Medical and Panel Committee. On joining the Ministry he was 
posted first to Newcastle for two and a half years, and then 
to Nottingham for a further four years. He then became 
deputy divisional medical officer in the North-eastern Division 
at Leeds, where again he remained for four years. Dr. Martin 
was appointed divisional medical officer in the North-west Divi- 
sion in 1936, and during the 1939-45 war he was mainly con- 
cerned with the supervision of National Service Medical Boards 
in that region. In 1945 he had to undertake the difficult task 
of re-creating the regional medical service, which he accom- 
plished with complete success. After his retirement in 1946 
he undertook work on medical boards for the Ministry of 
Pensions. 

B. B. writes : Those of us who had the privilege of working 


with Ernest Martin during the war years, and being in close 
personal touch with the man and his methods, will feel a real 


sense of loss in his passing and pride that we were associated 
with him in the work he was doing, and to which, at that time, 
his whole life was devoted. The advent of the medical boards 
gave full play to his remarkable organizing ability, and he was 
immensely proud of the work they were doing and took an 
intense personal interest in his doctors. Most of us were in 
general practice, already overworked ; boards were many, and 
the strain was great, but he cheerily moved amongst us. 
Always strictly ethical, his advice and help were there for the 
asking, and he was readily accessible. He was so keen on effi- 
ciency that we simply had to give of our best. He expected 
a great deal, and he got it. I went North with him on several 
occasions when he visited other boards, and one could not help 
being impressed by the warmth and affection with which he was 
always greeted, not only by his colleagues but by the whole 
staff. I had known him slightly for 30 years, but an ever- 
deepening friendship began when I started to work with him 
as the chairman of one of his boards. His last iliness was a long 
and distressing one, borne with fortitude, and greatly eased by 
the devotion of his wife and two daughters. He was a kindly 
man, a likeable personality, and one who will be greatly missed 
by all who really knew him. 


Dr. ERNEST EDwWarD Porritt died at his home in Wanganui, 
New Zealand, on April 30. Dr. Porritt, who was 80 years of 
age, had been in practice in Wanganui for many years. He was 
born at Picton, in the South Island, his father, the Rev. Thomas 
Porritt, having come to the colony with Bishop Suter, the 
Bishop of Nelson. He had always wanted to study medicine 
but there were very real difficulties about getting a passage to 
the United Kingdom and taking a course at Edinburgh. For a 
while, therefore, in his earlier days Dr. Porritt worked as a 
bank clerk. Then at last he was able to reach Edinburgh, 
where he graduated M.B., C.M. in 1896. He held three resident 
appointments at the Royal Infirmary, Edinburgh, after qualify- 
ing, and he took the F.R.C.S.Ed. in 1898, proceeding M.D. 
five years later. Dr. Porritt was in Scotland again in 1907 for a 
postgraduate course, and in the 1914-18 war he had four years’ 
service before being demobilized with the rank of lieutenant- 
colonel. For some months he was in charge of the New 
Zealand hospital ship Maheno. Dr. Porritt was a well-known 
Freemason, a foundation member of the Wanganui Automobile 
Club, and the owner of one of the first motor-cars ever to be 
seen in New Zealand. Dr. Porritt’s death will be deeply 
regretted by many colleagues and friends in New Zealand, and 
the sympathy of all who knew him will be extended particularly 
to his son, Mr. A. E. Porritt, of St. Mary’s Hospital, London. 


Dr. Witt1aM Dick ALLAN died on May 1 in Glasgow at the 
age of 56. A son of the manse, he graduated M.B., Ch.B. in 
1916 at Glasgow University, and in 1931 he proceeded M.D. 
He joined the R.A.M.C. in the 1914-18 war and saw service in 
East Africa, where he did some research work on trypano- 
somiasis. Later he settled down in Clydebank as a general 
practitioner, and for 30 years he gave of his best in the interests 
of his patients. With the advent of the recent war he became 
restive, and at considerable sacrifice he rejoined the R.A.M.C. 
as a captain and saw further service, mainly at Combined 
Operations Headquarters. His health became undermined to 
some extent and he was invalided out, and thereafter resumed 
practice. Last autumn he had an operation from which at 
first he seemed to benefit, but later his health became more 
precarious, and two weeks ago it became obvious that he was 
unlikely to be able to resume his professional activities. The 
end came quietly and Clydebank lost a beloved personality. 

Besides possessing clinical acumen and professional skill in 
a high degree Allan was a man of infinite kindliness, which 
endeared him to his patients and colleagues alike. Despite the 
calls of a busy practice his wide sympathies were shown by a 
keen and practical interest in church affairs, and a readiness to 
attend and often to speak at many meetings, either lay or pro- 
fessional, in his home town. He never spared himself when 
duty called, and it was a privilege to know him. To his wife 
and son, who has chosen the same profession as his father, the 
sympathy of a wide circle of friends will be extended. 
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Dr. THOMAS RoBERT ELLIOTT died suddenly on May 7 
at Shrewsbury. After qualifying in Dublin in 1913 
Dr. Elliott was a house-surgeon at the National Children’s 
Hospital there and held a number of other appointments before 
settling in Shropshire as a tuberculosis officer in 1918. He was 
aso medical superintendent of the King Edward Memorial 

anatorium at Shirlett and was well known to workers in the 
field of tuberculosis. There, as in all other spheres, his genial 
disposition endeared him to everyone. Dr. Elliott was a 
prominent Freemason in the county of Shropshire and was past 
master of the 262 Lodge. He had been an active member of 


the British Medical Association for many years. In 1935 he 


served as honorary secretary of the Shropshire and Mid-Wales 
Branch and subsequently became president of the branch in 
1939. His chief recreations were golfing and angling. 


G. L. C. writes: The tuberculosis service has lost another of 
the “old guard.” Shropshire was indeed fortunate that Elliott 
stayed in that delectable county some thirty years. With his 
colleague, Dr. Watkin, he created a high standard of work in 
the prevention and treatment of tuberculosis in an agricultural 
county with a small population. As always, it is personality 
which tells, and the Elliotts are the salt of the earth. Fisher- 
man, golfer, good companion, hard worker, and collector for 
medical charities, he won all hearts, and died as he could have 
wished, on a May day on the banks of one ef his favourite 
streams. id 


An old friend, “J.C.R.,” sends this further brief apprecia- 
tion of the late Mr. HowaRD STEVENSON (April 29, p. 1010): 
A close association with Howard Stevenson from school days 
revealed him as the most restful, loyal, and understanding friend 
any person could wish for. 


Colonel R. I. Poston writes: As one of a family of Queen’s 
folk, with a wife and two brothers who graduated there, I 
should like to add our humble tribute to the memory of Pro- 
fessor T. H. Mmroy (April 1, p. 791). It is 35 years since 
I first met him and his equally beloved brother John. “Tom,” 
as we called him behind his back, was a born teacher and a 
very kind and great gentleman, and Queensmen all over the 
world will mourn his passing. 








Medical Notes in Parliament 


Geneansen 








MIDWIVES BILL 


The second reading of the Midwives (Amendment) Bill, which 
had already passed the House of Lords, was moved in the 
House of Commons by Mr. BLENKINSOP on May 8. 

He said that since the Act of 1902 was passed there had been 
a valuable change in the status and standard of work of mid- 
wives which was reflected in a great improvement in the rates 
of maternal mortality. Progress during the last few years had 
been particularly rapid, and the Acts of 1918, 1926, and 1936 
had added further safeguards. In the -report of the Working 
Party on Nurses it was suggested that the Central Midwives’ 
Board might combine with the General Nursing Council. This 
had been considered by the Midwives’ Working Party, who had 
strongly recommended that the suggestion should be rejected. 
The Government had come to the conclusion that the Mid- 
wives’ Working Party was right. He held it would be a great 
mistake to mix the problems of ordinary health nursing with 
the work of midwives. There would be a danger that the 
midwives’ side of a general body would be overweighted by 
the general nursing side. Recommendation 24 suggested that 
refresher courses should be made obligatory for all prac- 
tising midwives. The Royal College of Midwives had increased 
the number of places in its refresher courses and employing 
authorities were increasing refresher courses, although it might 
be some time before provision sufficed to enable the rules 
which made refresher courses compulsory to be brought into 
operation fully. An interesting development had recently taken 


place in the establishment of a new residential college for 
midwives at Kingston. 

The Government was anxious that other methods of anaes- 
thesia and analgesia, for example trilene, might be available 
for more general use than they were to-day. It had proved 
possible to ailow the use of pethidine more generally. Pethidine 
had been scheduled as a dangerous drug, but since April 1 
midwives had been able to procure and administer it, acting 
on their own responsibility,. subject to certain safeguards. 
Among midwives practising in England and Wales, some 72% 
were trained in the use of analgesia, which was a great advance 
on a year ago. There had been an increase in the number of 
domiciliary cases which received gas-and-air analgesia. The 
figure in 1948 of approximately 80,000 cases had gone up in 1949 
to 128,000 cases. Probably nearly two-thirds of all domiciliary 
cases attended by midwives alone now received analgesia, 
against the figure of only 8% given in the report of the 
Working Party. 

The Working Party had recommended general provision of 
cars for the use of domiciliary midwives. The Government had 
arranged last year for a special priority scheme by which 
domiciliary midwives would be able to get earlier delivery of 
motor-cars. That scheme worked well, and the Government 
had few complaints from midwives of not being able to secure 
the cars they needed. He regretted that the Government had 
not been able to extend the scheme to others who needed 
motor-cars in the nursing service. 

Mr. WALTER ELLior agreed that the Bill was useful and 
non-controversial. He said that during the last half-century 
the rise in the status of midwives had not been inferior to 


‘the rise in the status of the nursing profession. He was glad 


to find that it was possible to discuss the vexed question of 
analgesia in childbirth without heat and fury. He said that 
medical inquiry had brought out that the incidence of injury 
at birth tended to rise, and to rise more in the higher social 
brackets. It was not always certain that too lavish a use of 
various kinds of remedies was always a great advantage to the 
mother or to the child. 

Mr. SOMERVILLE HastiInGs hoped that the Bill would be 
regarded by the midwives as a gesture of appreciation for 
the work they had done. He fezred that midwives were 
labouring under a sense of grievance. The Working Party on 
Midwives had written that the doctor must accept the midwife 
as his‘ fellow-practitioner, and not displace her unnecessarily 
from her position of authority in the patient’s eyes. He was 
not sure that in every area the position of the midwife was 
as satisfactory as it had been before July 5, 1948. Before that 
date, when a midwife got into difficulties, she sent for a doctor. 
Usually the patient had no choice, and the midwives, at least 
in the London area, got to know the capable doctors, and sent 
for one of them. But now a doctor contracted to look after 
a woman in childbirth, and was paid for it, and the midwife 
who was in difficulty had to send for that doctor. Some of 
these doctors were not exceptionally capable obstetricians, and 
time might be wasted before a specialist was called. 


Doctor of Her Choice 


Dr. CHARLES Hitt thought that the Bill would remain non- 
contentious if the House resisted the temptation to enter clini- 
cal, obstetrical, and other fields. He believed that the present 
system under which a woman selected in advance the doctor 
of her choice, that doctor in most cases being on the approved 
list for the purpose and remaining liable to be called to the 
confinement or being free to attend the confinement if he 
thought fit, was a substantial improvement over the old system 
under which, all too often, doctors were summoned in an 
emergency and then saw the patient for the first time. The 
desire for the present system had arisen in the minds of the 
women themselves. They believed the individual citizen should, 
as one of the benefits of the service, have the right to be 
attended by her own doctor through the antenatal period and, 
if necessary, in the confinement. : 

Mr. ANEURIN BEVAN intervened to say it had always been 
regarded as one of the conditions for the new arrangement 
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that there should be a general practitioners’ obstetrical panel 
which was sufficiently small to enable enough experience to be 
obtained in confinements by the general: practitioner. He 
said that the object of the scheme might be defeated if too 
pee general practitioners put their names down on the 
panel. 

Dr. Hit observed that for the number to be small did not 
necessarily prove excellence in all areas. He agreed that those 
whose names appeared on the approved list should be able to 
enjoy sufficient continuing practice to maintain their skill in 
obstetrics. Subject to that proviso, it was desirable in the 
public interest and in accordance with the wishes of the women 
that they should have the services of a midwife and an approved 
doctor working in collaboration. On Clause VI he remarked 
that, as the Clause empowered the Central Midwives’ Board to 
design an approved uniform, it was reasonable that the mid- 
wife, on being required by the employing authority to wear a 
uniform, should have the option of wearing a nationally 
approved and designed one. He believed the amendment 
carried by the House of Lords caused general satisfaction 
among midwives, and he hoped the Minister would find it 
possible to leave the wording as it stood. He was sure the 
Bill was a useful measure. 

Dr. BaRNeTr Stross said he remembered as a young man 
finding a very different type of midwife available than was 
now available. They were elderly women with no real train- 
ing and no knowledge of obstetric technique, and it was their 
custom to call out the practitioner as soon as they could. 
If anything good had come of the modern training in mid- 
wivery it was that the trained midwife to-day felt fully com- 
petent to do her job, and also had unlimited patience and 
the knowledge of how it should be done. Apart from two 
complications, the doctor, when called in, did well not to 
hurry. The longer he took before he arrived, the better for 
the mother and the child. He remarked that a radical change 
had been noted after two or three years of war had passed. 
Women of all ages began to show themselves much healthier 
and stronger and were able to deliver themselves more easily 
than before. The medical advisers to the Minister of Food had 
been responsible for a good deal of the improvement in 
midwifery. 

Mr. Iamn MacLeop said that if in this Parliament or in 
another there was time to consolidate the Midwives’ Acts, 
something of great value would be done. There were still 
areas in which the number of midwives was far too small. If 
the .case-load was to be reduced even to 66 a year, as the 
Rushcliffe Committee had recommended, it would be necessary 
for 300 or 400 more women than at present to enter the 
profession each year. 

Major Lecc-BourkE said the Bill would not meet the urgent 
need for an increase in the numbers of those entering train- 
ing as midwives. He did not agree with Mr. Hastings about 
separating the training of nurses and midwives. He pointed 
out that since the introduction of the National Health Service 
Act women expecting babies had gone to nursing-homes and 
maternity homes more often than in the past. In his con- 
stituency (Isle of Ely) 90% of mothers used to have their 
babies at home, but only 50% now did so. That had been 
happening elsewhere. 

Miss HERBISON, replying to the debate, said she agreed with 
Mr. Elliot that much of the decrease in infantile mortality 
could be attributed to drugs and to education, but much of 
it was also due to the better standard of nutrition among 
working mothers. She must leave the question of uniform 
until the committee stage. The Government could not say at 
that point how many members of the Central Midwives’ Board 
would be midwives, but it realized that the number ‘of pro- 
fessional midwives on the present Board had been too small. 
She was certain that there were many reasons why there 
should be a separate board for midwifery. Mr. Blenkinsop 
had given the number of midwives on the roll for England 
and Wales as 70,000, with 18,000 practising. In Scotland they 
had 19,000 on the roll, but only 2,400 practising. She concluded 
by paying a tribute to the midwives. 

The Bill was then read a second time without a division, 
and was referred to a committee of the whole House. 


SCHOOL DENTAL SERVICE 

Squadron-Leader A. E. Cooper raised on May 8 the subject 
of the school dental service. He said the reticence of Mr. Tom- 
linson on this subject was disquieting. The service was breaking 
down. School dental officers were leaving it to take more 
lucrative employment in private practice where three, fous, 
or five times the salary of the school dental officer could be 
earned. By January, 1939, some 783 whole-time officers were 
employed by local authorities. The number had risen to a 
peak of 921 in 1948, but since the passing of the National 
Health Act the number had fallen steadily. On January 1, 
1950, it was 738, and was now lower. 

Mr. BairD said there had been considerable improvements 
in the salaries of school dental officers since 1945. He quoted 
an advertisement in 1945 for school dental officers which 
offered a salary of £450 rising to about £600. Five years later 
salaries offered were £900 a year and over. Under pressure 
from the Government local authorities had gone a considerable 
way to meet school dental officers in the matter of salary. 
The House should realize that the main responsibility for the 
school dental officer did not lie with the Government and that 
the fixing of his salary lay chiefly with the local authorities, 
who were apt to be cheese-paring. 

He believed the long-term solution was for the Minister to 
take the service over, though letting it remain on a school basis. 
For almost a generation before the war there had been no 
expansion of the facilities in this country for the education of 
dentists, but plans had been laid since the war, and the country 
was to have new dental hospitals. In New Zealand an interest- 
ing experiment had been tried for Some years. There dental 
hygienists, who were young girls, did about two years’ train- 
ing under a dental surgeon and were then allowed to treat 
children. They both filled and extracted children’s teeth. He 
was told the experiment was very successful, and he believed 
it could be adopted in this country. As a professional man 
he agreed that it was always doubtful to dilute a profession 
in any way, but if this dilution was limited to treatment of 
school-children under supervision all the time by qualified 
dental surgeons it would not do much harm. Another point 
to be remembered was the use of fluorides in dentistry which 
might have a revolutionary effect in the prevention of caries 
in children. The matter was experimental, but the Minister 
of Health was interested in it. In regard to the salary position 
the school dental officer himself had been to a great extent to 
blame. The position could have been put right two years ago 
when the Government asked school dental officers to use 
Whitley machinery. They now recognized the fact that the 
school dental officers should set up Whitley machinery as soon 
as possible. For two years the British Dental Association had 
been on the brink of going into the Whitley system machinery 
but had always drawn back. Mr. Baird remarked that many 
members on the Conservative side now took an interest in 
health matters. That was a healthy sign and he welcomed it. 


Too Few Dentists 


Dr. CHARLES HILL welcomed Mr. Baird’s expression of 
pleasure at finding an increased interest in the health service 
on both sides of the House. He hoped that would dissipate 
any opinion he might have held that an interest in the welfare 
of people was the prescriptive right of one side of the House. 
Dr. Hill said the time was overdue for urgent steps to meet 
a situation which was damaging the health of the children. 
He resisted the temptation to follow Mr. Baird on the subject 
of dental hygienists and dilution. The plain fact was that 
there were too few dentists to-day to provide a dental service 
for the whole community, and the result of attempting to do 
so had been to deny it to that section of the community which 
needed it most. 

Among all forms of dental care none compared with the 
dental care of school-children, not only because it was care in 
early life, but because there had grown up in the school dental 
service a tradition of conservative dental care. A proportion 
of the children of this country were to-day denied dental care, 
and he believed that that denial was due to the decision to 
offer dental care to the whole community while there was 
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an insufficiency of dentists. Even though the position might 
be rectified in the next few months children had suffered and 
would subsequently suffer dentally because of that lack of 
early care. 

By the operation of the Spens Committee’s Report the level 
of remuneration in dental practice outside the school clinic 
had proved much more attractive than remuneration inside it. 
He did not assert that the terms outside had been over- 
attractive. It could be said with greater justice that remunera- 
tion of the school dental service had remained far too unattrac- 
tive in relation to current conditions. Given such disparity of 
remuneration a dwindling corps of school dentists was inevi- 
table. He did not think the House should be content to say 
that the Minister must await the discussions in the ‘Whitley 
Council, or that regionalization was the solution. He hoped 
the Minister would find it possible to grapple with the situa- 
tion. He should publicly decide to give priority to the school 
population, whatever that might mean in the provision of 
dental care for the rest of the community. Secondly, he should 
swiftly produce new scales of remuneration for school dentists 
which would retain them in the service or attract them to the 
service. 

When the Minister of Health found Whitley discussions on 
the reduction of remuneration in the dental field going too 
slowly, he issued a decision to reduce remuneration, leaving 
it for subsequent arbitration to say what the reduction should 
be. When a Minister on public grounds desired to reduce the 
outlays of a service he found means of speedy action unimpeded 
by Whitley machinery. He suggested that the problem of 
school dental care and of securing dental personnel for the 
purpose was so urgent that intervention by the Minister was 
needed to secure the speediest possible adjustment of the situa- 
tion. A precious part of the National Health Service was 
being allowed to decline while arguments went on. 

Dr. BARNETT StTRoss said that dentists working in schools 
even to-day did not put in the number of hours which a pro- 
fessional man did in private: practice. The question should 
not be one of total remuneration but on a sessional basis. 
He presumed that Dr. Hill had in mind that school dentists 
should be paid on a sessional basis but on a higher rate. 

Dr. Hiv said that the remuneration should be sufficient to 
attract the needed dentists. 

Mr. Bair said the salaries being paid to school dental officers 
by enlightened local authorities were those recommended by 
the Spens Committee. A salary rising from £1,000 was very 
near the appropriate salary. Dentists in private practice got 
considerably more, and in order to get dentists into the school 
service again they would have to be paid more than the Spens 
Committee had recommended. 

Dr. Stross repeated that because of the difference in 
remuneration the tendency would be for many young men 
to go outside the school dental service. With regard to the 
proposal of Mr. Baird of training hygienists to assist in the 
service, Dr. Stross believed that there was no operation in 
medicine or dentistry so trivial but that the more highly quali- 
fied the operator the better it would ultimately be for the 
patient. It was not only the filling or extracting of a tooth 
that one had in mind. It was desirable for the operator to 
be capable of making a diagnosis when the child opened its 
mouth, and one could not expect untrained personnel to make 
a diagnosis as efficiently as men and women who were fully 
trained. He wondered whether a way out could be found by 
asking every dentist who entered the health scheme to give 
a session or a half-day per week to the children in his area. 

Mr. GEORGE THOMAS said he believed that in certain areas 
dentists were already giving sessions to the schools. The 
dentists were getting together voluntarily and taking turns in 
giving a session to one-tenth of the children. That had taken 
place in Cardiff. He asked whether it would not be possible 
for new entrants to the profession to be required to do two 
years’ service in the schools before entering a wider sphere of 
activity. Why should the House run away from the fact that 
dentists like anybody else must be prepared to go where there 
was the greatest need? In every part of the country they 
needed a scheme similar to that in operation in Cardiff. 


Government Reply 


Mr. HARDMAN, Parliamentary Secretary to the Ministry of 
Education, hoped the House would forgive his caution’ in 
replying to the suggestions which had been made. Reports 
of one kind and another were awaited, negotiations were afoot 
for the setting up of Whitley machinery, and the likelihood of 
local or national agreement with the dentists for part-time 
service was a matter of growth and development. He did 
not wish to say anything which would exacerbate an extremely 
tricky and serious situation. He was convinced the only solu- 
tion was to have a great addition to the number of trained 
dentists. The Ministry realized that the deterioration of the 
school dental service was due to the steady fall in the number - 
of school dentists. In 1948 with 921 school dentists it had been 
possible to maintain an efficient service, with arrangements for 
regular inspection and treatment. The fall since 1948 in the 
number of school dentists was due to the fact that an increasing 
number of school dentists found higher remuneration outside 
the schools. He suggested that the reduction made in the past 
year in remuneration of dentists in the general service would 
help to reduce the discrepancy between earnings in general 
practice and those in the school dental service, although the 
effect of the latest reduction of 10% would not be immediately 
apparent. 

The discrepancy had been narrowed, but it was impossible to 
maintain an efficient service with the number of school dentists 
available. In some areas it was proving difficult if not impos- 
sible to provide emergency treatment, and the conditions in 
those areas would become widespread through the country if 
the decline of the last two years continued. Unlike doctors, 
dentists in local authority employment never had any recog- 
nized salary scheme. Negotiations to establish a Whitley Coun- 
cil to deal with dentists’ salaries had proceeded for perhaps too 
long. On April 22 a representative board of the British 
Dental Association resolved that it was not prepared to enter 
generally into Whitley Council machinery, but agreed to a 
Whitley Council covering only public dental officers. The 
Ministry of Health had brought this resolution to the notice 
of local authority associations, and he hoped that machinery 
might still be set up to deal with the dentists in local authority 
employment. He agreed with Dr. Hill that the sooner such 
Whitley machinery was set up the better.’ Salaries could then 
be at once considered, bearing in mind the general Govern- 
ment policy on personal incomes. He feared, however, that 
this latest development was bound to lead to further 
delay. 

As Mr. Baird had mentioned, an official mission on which 
the Ministry of Education was represented had been sent to 
New Zealand to report on the New Zealand system of school 
dental nurses. The mission had recently returned to this 
country, and its report was awaited with keen interest. A 
working party had been set up to organize an investigation 
into the prophylactic effect of the local application of a solu- 
tion of fluoroxide to school-children’s teeth, but he presumed 
it would be years before they could say that the use of this 
substance would save dental treatment in adolescence. 

He understood that the teeth of about 3,000 children in this 
country were to be treated in this way with the consent of 
the parents. Research work on the same subject was going 
on in the United States of America. Competition between the 
general dental service and the school dental service had arisen, 
but he was certain that most school dentists were not pre- 
pared to give up their responsibilities in the service for 
increased remuneration outside. If they could get a better 
balance between remuneration outside and in the schools the 
school service might be restored at least to the level of effi- 
ciency of two years ago. It was the duty of the Ministry of 
Education, in co-operation with the local authorities and others 
concerned, to put this matter right as soon as possible. 


Homoeopathy 


The Faculty of Homoeopathy Bill was read a third time in 
the House of Lords without discussion on May 9 and was sent 
to the House of Commons. 
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Practice Expenses 


Dr. CHARLES HILL on May 11 asked what period would be 
covered by the proposed investigation into the ratio of prac- 
tice expenses to gross remuneration in the case of general 
practitioners in the National Health Service. 

Mr. Bevan said he proposed to discuss with the profession 
the scope of the investigation, but it was unlikely that figures 
for any period later than the year ended December 31, 1949, 
would be available. 

Dr. HILL pointed out that since the end of that period motor- 
ing costs had risen as a result of the petrol duty and that 
emoluments had been correspondingly reduced. He asked 
whether Mr. Bevan agreed that the result of such an inquiry 
would. be correspondingly less accurate and less valuable. 

Mr. BeEvAN replied that he did not propose to prejudge the 
nature of the investigation. He said he was sure that the 
representatives of the medica! profession would call the atten- 
tion of the negotiating authorities to the point which Dr. Hill 
had raised. ‘ 

Mr. EDWARD WAKEFIELD on the same day asked whether, 
in view of the increase in the price of petrol, Mr. Bevan would 
review the scales of remuneration paid to doctors employed 
in the National Health Service, especially general practitioners 
with country practices. He asserted that the expenses of 
country practitioners were likely to rise from £40 to £60 a year 
as a result of the increase. 


Mr. Bevan referred Mr. Wakefield to the answer given to 


Dr. Hill on May 2. He added that he thought it undesirable 
that the position of one profession in the whole of the National 
Health Service should be the subject of pressure groups in the 
House of Commons. 


Health Services in Northern Ireland 


Answering questions in the Northern Ireland House of Com- 
mons last week, the Minister of Health and Local Government, 
Dame Dehra Parker, gave the following information about the 
Health Service: 

Total expenditure during the last financial year on general 
health services was £3,759,160. Doctors in receipt of pay- 
ments numbered 716, to whom a total of £1,223,935 was paid. 
Total remuneration paid to 524 chemists during the last finan- 
cial year was £1,215,398. Total remuneration to 303 dentists 
in the last financial year was £1,128,011. 

Six million prescriptions were issued, the average cost per 
prescription during the first six months of the financial year 
being four shillings. Dental attention was given to approxi- 
mately 195,000, out of the population of about one and a 
quarter million, and it was estimated that 76,000 people were 
provided with dentures, either complete or partial. The aver- 
age payment per dentist was £4,128, and the highest payment 
to a single dentist was £8,847. 

The total money paid to the Hospital Authority from public 
funds in the financial year ended March 31 was £5,403,157. 








Universities and Colleges 








UNIVERSITY OF OXFORD 


In a Congregation held on April 27 the following degrees were 
conferred : 
D.M.—A. H. James, *M. H. Hughes, *A. J. Wilmot. 
B.M.—*R. C. Farrow. 
*In absence. 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on April 22 a proposal was duly approved 
by a Grace of the Senate that the honorary degree of Sc.D. should 
be conferred on Dr. William Shainline Middleton, President of the 
American College of Physicians and Dean of the Medical School 
of the University of Wisconsin. The honorary degree will be con- 
ferred on Dr. Middleton at a Congregation to be held on Thursday, 
June 8; it was not conferred on April 22 as stated in the Journal of 
May 6 (p. 1088). 


John Henry Dean, M.B., B.Chir., has been reappointed a 
University Assistant Pathologist to Addenbrooke’s Hospital, Cam- 
bridge, from October 1 with tenure to the retiring age. 

The Council of the Senate of the University has appointed Pro- 
fessor E. D. Adrian, O.M., M.D., F.R.C.P., F.R.S., a Governor of 
the Darwin Trust until July 30, 1954. 

Professor A. Leslie Banks will deliver his inaugural lecture on 
“Man and His Environment” at: Mill Lane Lecture-rooms, 
Cambridge, on Monday, May 22, at 5 p.m. 

In Congregation on May 6 the degree of M.A. was conferred on 
Brian McNeill Truscott, F.R.C.S., Associate Lecturer in Surgery in 
the University. 

Dr. D. M. T. Gairdner has been appointed representative of the 
University at the sixth International Congress of Paediatrics to be 
held at Zurich, Switzerland, from July 21 to 31. 

Candidates for the Michael Foster Studentship in Physiology should 
send their applications, with a statement of the course of research 
they propose to undertake, to Professor E. D. Adrian, O.M., F.R.S., 
at the Physiological Laboratory, by June 30. The student receives 
the annual income of the fund, about £120, which is eligible under 
the usual conditions for supplementation by the Ministry of 
Education, and may be re-elected for a second year. 

Applications for the E. G. Fearnsides Scholarship must reach the 
First Assistant Registrary by June 24. Candidates must be graduates 
of the University and preference will be given to graduates in 
medicine. The scholarship is awarded for clinical research on the 
organic diseases of the nervous system and is eligible for supplemen- 
tation by the Ministry of Education. 

Professor J B. Rhine, of Duke University, U.S.A., will deliver a 
lecture on “* Recent Work on Parapsychology ” in Mill Lane Lecture- 
rooms (Room 3) on Monday, May 15, at 5 p.m. The lecture is open 
without fee to all members of the University and to others who are 
interested. 

The following medical degrees were conferred in Congregation 
on May 6: 

M.D.—*M. H. Masina, H. H. Wolff, A. B. Bratton. 

M.B., B.Cuir.—*W. P. Kelly, *I. I. Bornstein. 


*By proxy. 


UNIVERSITY OF GLASGOW 


The following degrees were conferred on April 29: 

M.D.—J. C. Brocklehurst (in absentia), A. K. Brown, D. C. 
Devine, T. O. P. D. Lawson, R. Love. 

Pu.D.—A. Hutchison, M.D., D.P.H. 


UNIVERSITY OF LONDON 


The following candidates have been approved at the examinations 
indicated : 

POSTGRADUATE DIPLOMA IN PSYCHOLOGICAL MEeEDIcINE.—'C. F. 
Allfrey, ‘A. S. Clenaghan, ‘J. P. Crawford, 'K.-C. Dubé, 'K. C. S. 
Edwards, 'H. V. W. Elwell, 'E. J. Harrison, ‘Marie S. Paterson, 
*B. H. Smith, 'A. D. Weatherhead, 'R. H. Wheeler, 'L. Wolman. 

Passed in Supplementary Section of Part B: *C. Rose. Passed in 
Part A Only: Laura M. Barlow, K. Bobath, A. S. Clark, Ruth A. 
Cohen, J. R. E. Dobson, W. Fabisch, L. Ford, A. L. Galea, 
L. G. W. J. Hannah, E. Jacoby, W. A. MacHWrath, J. K. W. Morrice, 
R. M. Phillips, E. Rosenthal, T. Schlicht, R. D. Scott, P. D. W. 
Shepherd, D. L. C. Thomas, W. L. Tonge, A. C. Woodmansey, 
T. A. Wylie. 

*With Mental Diseases (Psychiatry) in Part B. “*With Mental 
Deficiency in Part B. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly. meeting of the College held on May 2, with the 
President, Sir David K. Henderson in the chair, Dr. Kenneth 
Cameron was elected to the Fellowship. 

The following candidates were elected to the Membership: G. M. 
Fyfe, N. Smith, S. Wayburne, K. L. G. Nobbs, R. C. Jackson, 
Marion B. Bethune, M. B. Feldman, S. B. Griffiths, D. H. Dracup, 
Rene J. Fassina, G. W. Csonka, N. Sher, Velva Schrire, A. K. Sen, 
L. Stein, H. M. G. Shanly, J. N. C. Cooke, D. J. Ellison, R. L. Lyon, 
D. H. Abbott, V. V. Kalbian, and P. O. Crossfield. 

The Cullen Prize “for the greatest benefit done to practical 
medicine during the four preceding years ” was awarded to Professor 
John McMichael, M.D., F.R.C.P., Director of the Department of 
Medicine, Postgraduate Medical School of London. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

At a meeting of the Royal Faculty of Physicians and Surgeons of 

Glasgow held on May 1, with the President, Dr. W. R. Snodgrass, 

in the chair, the following were admitted Fellows of Faculty qua 

surgeon: C. J. Patel, D. K. Rao. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
The following candidates have been approved at the examination 
indicated : 

DipLoMa IN OssTetrics.—G. W. E. Aitken, D. F. Alexander, 
C. L. S. Archer, J. Armstrong, A. A.-F, Atallah, Dorothy J. Ball, 
D. C. Barker, Mary E. Barton, Margaret R. Bate, B. F. M. 
Bond, D. G. Bonham, D. C. Bracken, M. Brown, T. W. Brown, 
Helen L. Burns, J. D. Bury, R. G. C.-G. Carlson, Roma N. Chamber- 
lain, O. W. W. Clarke, Isobel J. Cochrane, K. W. Cochrane, Maureen 
D. Connolly, V. H. Cooper, Margaret L. Cox, D. Craddock, D. A. 
Davey, E. J. Ll. Davies, Joan M. S. Dawes, Sheila M. Dineen, N. A. 
Duncan, Evelyn S. Elliott, M. W. Elliott, B. F. Elton, M. W. 
Fordham, M. T. Gallagher, R. M. Gaunt, Edwina E. Green, P. B 
Guastalla, Helen E. E. Gunn, W. Guzdziol, T. S. Hall, G. A. Hanks, 
Joan Harper, I. R. Henderson, Margaret I. Hendrie, Valentine M. 
Husband, G. J. G. Irvine, K. Jack, P. D. C. Jackson, Beryl M. Joles, 
A. E, Kingston, J. H. Kuhn, E. Lacy, Jean Learoyd, G. A. Lewis, 
Margaret S. V. Lewis, J. D. Llewelyn-Jones, D. Lonsdale, Eileen V. 
A. McGill, Christine R. Macgregor, D. A. Macleod, F. R. L. 
Makin, Joan Marshall, D. McI. Maxwell, D. T. Methuen, H. J. 
Messawer, M. Miller, G. W. Morrison, Margaret E. Murison, C. J. 
Murphy, Jean Murray-Jones, T. S. Nicol, Catherine Nolan, E. P. D. 
O’Neill, P. F. O'Neill, J. T. Paton, Margaret M. Platts, H. Rees, 
W. J. St. E.-G. Rhys, R. P. Robertson, M. G. Rolfe, G. A. H. 
Sandilands, D. G. Scott, J. E. Senanayake, S. F. Shilliday, J. C. 
Smart, Cecily F. Statham, Sara I. Stinson, J. R. Sudbury, Audrey 
Sutherland, T. K. Sundaram, J. J. Troy, J. S. Vazifdar, Helen B. 
Walker, F. E. Welch, Elizabeth J. Welford, Audrey M. Wells, Sheila 
M. Wheeler, D. Wilkes, I. U. Young. 








The Services 


No. 17 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 29. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (6) (b 
London (administrative county). (c land. (d) Eire. (e) Northern 1 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are | aR. (a) The 126 great towns in England Fa Wales (including London). 
) don (administrative county). (c) The 1 incipal = in Scotland. 
— 13 prineipal towns ia Eire. (e) The 10 ane towns in Northern Ireland. 
A dash — gates no cases; a blank space denotes disease not notifiable or no 
return available 






































DEATHS IN THE SERVICES 
Lieutenant-Colonel Epwarp Davip WILSON GreIG, who died in 
Edinburgh on April 13, had a distinguished career in the Indian 
Medical Service. He was born in Edinburgh in March, 1874, and 
was the younger son of the late David Greig, an Edinburgh surgeon. 
He was educated at Edinburgh Academy and at the University, where 
he graduated M.B., C.M. in 1895, taking the B.Sc. in public health 
three years later. He then went to London, where he became resident 
physician to the Royal Victoria Hospital and assistant to the professor 
of pathology at University College. In 1899, however, he decided to 
enter the Indian Medical Service. He won the Herbert Memorial 
Prize as the best student of the year at the Army Medical College at 
Netley, the Fayrer Prize in Tropical Pathology, and the Montefiore 
Prize in Surgery. On posting to India he was first employed on 
military duty, but his interest in pathology was sooh recognized and 
after a year on plague research in Bombay he was seconded to the 
Sleeping Sickness Commission of the Royal Society in Uganda. 
Later Greig served as director of the Commission, returning to India 
in 1906. He proceeded M.D. in 1905 and D.Sc. in 1909. 

The next ten years were occupied with special researches for the 
Government of India on the enteric fevers, dysentery, epidemic 
dropsy, and cholera. In 1914 he was made C.I.E. Much of the first 
world war Greig spent on active service in Mesopotamia. With his 
unrivalled knowledge of India it was fitting that he should have been 
appointed as the delegate for that country on the Inter-Allied Sanitary 
Commission which met in Paris in 1919. He became director of the 
King Edward VII Memorial Pasteur Institute at Shillong and 
Physician to the special Kala-azar Research Hospital which dealt with 


the epidemic outbreak of kala-azar in Assam. From 1921 to 1923 he , 


held the post of director of medical research for India and at the 
same time he was joint editor of the Indian Journal of Medical 
Research. 

On his retirement in 1924 Greig became lecturer in tropical diseases 
at Edinburgh University and consulting physician in tropical diseases 
to the Edinburgh Royal Infirmary. Here for fifteen years, despite the 
paucity of clinical material available, he provided an excellent course 
in tropical medicine. Many former students will remember his 
thoroughness and critical acumen. He was a Fellow of the Royal 
Society of Edinburgh and of the Royal Society of Tropical Medicine 
and Hygiene, being especially active in the Edinburgh branch of the 
society, which flourished in the inter-war period. He was also a 
corresponding member of the Société de Pathologie Exotique. 

Greig never sought the limelight, and much of his best work is 
buried in official reports which are not easily found. He was one 
of the first to study the effects of quinquevalent antimony in kala-azar, 
and his article on cholera in the Medical Research Council's “ System 
of Bacteriology,” published in 1929, is of lasting value. On retiring 
from his lectureship, Greig presented to the University of Edinburgh 
his valuable collection of books and photographs on tropical medicine 
and hygiene. He was unmarried. 





















































1950 1949 (Corresponding Week) 
Disease 
(a) |) | OMe] @ |®%|©|@] © 
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aths aes 2 ( ai 1 
Diphtheria ee aa = & 2-4. S Ss fi 3: SF A 
Deaths ss ie |) ae es ee ee ee ee ee 
Dysentery ot pie 275; 10) 182); — | — a 1 2 
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Encephalitis, acute .. y— i — | — | — | S|] ree ee 
Deaths << re — a 
Erysipelas on oa : 26 6 3 20; 6 8 
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Infective enteritis or 
iarrhoea under 2 ail 
Deaths ef 16 Baw | an 23} 2] of 4 1 
Measles* ea .. | 6,380} 203) 612} 110) 276] 13,514)1699) 265) 323) 187 
Deathst si pa —|—|— 1 1 1 
QOphthalmia neonatorum 455 3) 8 2 Si; 5) 16;—|— 
Deaths ‘4 om 
i =e s y—ji— — 7 Y—j ei — 
Pneumonia, infiuenzal 548} 23) 7j—] 1 759| 47) 13) 16) 11 
Deaths (frem influ- 
enga)t re 323 7] — 3] — si) 2 4 4— 
P , Primary .. 172) 9 269} 48 
—S - ie ne 169} 32 4) 10 185} 27 7; 10 
Poliomyelitis, acute .. 265 24 7 W— s§} 1) — =: 3 
. Deaths§ aie a 2); — _ 1; — 
Puerperal fever . . a —| 12) _ 5 
Deaths am oe 
Puerperal pyrexia|| 6 74, +6 10 — 94, 14 5;— | — 
Deaths a 
Relapsing fever | —|— —i — |— ae 
Deaths ie - 
Scarlet fever .. .. | 1,124] 77) 163} 69) 67] 953) 65) 174) 95) 30 
athst an ‘ —|— | — cel len: ie 
Smallpox ee és —- |-|— — 5 B] oe | oe | — 
ths ses — _? po 
y id fever .. “s 3} — 3} 4— 3} — a 4 
ee 21 on oat ho heb oe ee eee 
Typhus fever .. rv — |m fe t e—  e e  e  e d d 
Deaths on - — ae) ve 
Whooping-cough .. | 3,276] 144] 428) 103} 47] 2,546).157) 119) 149) , 
Deaths Se a 5 1 1}—j— 4 1 1 2) — 
Deaths (0-1 year) ..| 236, 40) 35) 11 10) 301) 44) 44] 20) 5 
ill- 
Date Sere ye 4,930| 775) 648) 190 es 4,718] 678] 643) 206; 134 
death rat 
Annes death rate (pet 13-0 12-9) 12-8 
Live births .. | 7,322)1168)1038) 402 8,671|1352/1080) 385) 268 
Annual rate p “ aed 20: 21-7| 23-5 
. Stillbirths P 219} 29) 32 242| 28) 17 
Rate per 1,000 total 
births (including 
stillborn) .. 30 15 









































* Measles is not notifiable in Scotland, and the returns are therefore an approxi- 
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EPIDEMIOLOGICAL NOTES 


Food-poisoning Deaths in Hospital 
There has been an outbreak of food-poisoning at St. Luke’s 
Hospital, Chelsea, London, S.W.3. This was an explosive out- 
break, which began on May 8 in this hospital for the aged and 
infirm. About 50 old people were affected, and no members of 
the staff. Only one meal appears to have been concerned, and 
the infection, though mild, seems to have been sufficient to tip 
the scales in the case of a man of 69 and four women aged, 
respectively, 68, 80, 74, and 80. There were two deaths on 
May 10, two on May 11, and one on May 15. The 
first four fatal cases were briefly reviewed at an inquest at 
Hammersmith on May 15, when it was pointed out that one 
of the women had been a patient.at the hospital since 1946. 
The suggestion that only one meal was concerned aetio- 
logically is further supported by the fact that the outbreak was 
self-limiting. At the inquest, which was adjourned, it was not 
possible to give much information about causation. Work 
on this problem is continuing at the Group Laboratories at 
St. Mary Abbots Hospital in conjunction with the Food Hygiene 
Laboratory of the Central Public Health Laboratories at 
Colindale. 
Smallpox 

Several cases of suspected smallpox have recently been 
removed to hospitals in different parts of the country for 
observation and further laboratory investigation, However, 
according to the Ministry of Health, the position on May 13, 
1950, was that in no case removed in the preceding 16 days 
was the diagnosis confirmed, and there was at that time no 
known case of smallpox in England and Wales. 


Discussion of Table 

In England and Wales a decrease was recorded in the number 
of notifications of measles 425, acute pneumonia 111, scarlet 
fever 40, and dysentery 16, while the only increase was 
whooping-cough 466. 

The largest falls in the notifications of measles were 
Glamorganshire 60, Soke of Peterborough 59, Surrey 57, Isle 
of Ely 54, Northumberland 50, and Middlesex 48, while the only 
large exception to the general trend was an increase of 100 
in Kent. Only small changes occurred in the local trends of 
scarlet fever, and the largest decreases in notifications were 
London 23, Lancashire 21. The largest fluctuations in the 
returns of diphtheria were a decrease of 5 in London and an 
increase of 4 in Lancashire. The largest rises in the notifica- 
tions of whooping-cough were Lancashire 67, Warwickshire 58, 
Essex 49, and Southampton 45. 

Dysentery is becoming gradually less prevalent, and for the 
fourth consecutive week a fall in incidence has been recorded, 
but notifications are still at a high level, with 275 cases. The 
largest returns of dysentery during the week were: Yorkshire 
West Riding 70 (Sheffield C.B. 25, Leeds C.B. 17, Bradford 
C.B. 13); Lancashire 67 (Manchester C.B. 43, Lancaster M.B. 
9); Durham 49 (Stanley U.D. 16, West Hartlepool C.B. 7, 
Wickham U.D. 7); Northumberland 12 (Newcastle-upon-Tyne 
C.B. 10); Glamorganshire 11 (Cardiff C.B. 7); Derbyshire 10 
(Derby C.B. 8); Yorkshire North Riding 10 (Middlesbrough 
C.B. 10); and London 10. 

In Scotland infectious diseases were more prevalent during 
the week, and the rises in notifications included dysentery 101, 
measles 59, whooping-cough 43, and diphtheria 7. The number 
of notifications of dysentery was the largest weekly total for five 
years. The largest outbreaks of dysentery were Glasgow 74, 
Clackmannan county 53, and Dundee 34. All the cases of 
diphtheria were notified in the western area, three-quarters of 
them in Glasgow. 

In Eire an increase of 19 in the number of notifications of 
whooping-cough was the only variation in the totals of infec- 
tious diseases. The largest increase in the incidence of 
whooping-cough was Meath, Dunshaughlin R.D. 25. An out- 
break of scarlet fever with 12 notifications occurred in 
Tipperary, Cashel U.D. 

In Northern Ireland infectious diseases were less prevalent, 
and the decreases in notifications were measles 102, scarlet fever 
14, and whooping-cough 8. 


Influenza 


The deaths.from influenza in the great towns has continued to 
decline, and the number registered during the week was only 
one-fifth of the total six weeks earlier. The course of the 
present outbreak has followed a similar trend to that of the 
outbreak of 1949 but at a lower level. In both years the 
maximum occurred during the 1|th week, which was later 
than in the immediately preceding years. In the first 17 
weeks of 1950 1,340 deaths were registered in the great towns 
compared with 2,654 in 1949. The present indications are that 
the death rate from influenza during 1950 will be, with the 
exceptions of 1948 and 1945, the lowest recorded for the past 
60 years. 

Week Ending May 6 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,267, whooping-cough 
3,229, diphtheria 41, measles 6,317, acute pneumonia 534, acute 
poliomyelitis 25, dysentery 341, smallpox 3, paratyphoid fever 
7, typhoid fever 3. 


Medical News 


Annual Dinner of the Chelsea Clinical Society 

The annual dinner of the Chelsea Clinical Society was held 
at the South Kensington Hotel on May 9. The toast to the 
Society was proposed by Commander Noble, M.P. After 
referring to the value of societies which gave doctors the 
chance to discuss matters of interest to themselves, he described 
the National Health Service Act as a major operation on the 
profession. All the political parties hoped that it would be 
a success, though no doubt there were some adhesions that 
would have to be broken down later. . The patient probably 
had to do a little too much a little too soon: doctors needed 
time to refresh themselves. As things were, until health centres 
could be established, there was a risk that the high standard 
of the past might be lowered. In his reply, the president, 
Dr. Maurice Bewley, expressed the hope that doctors would 
more readily obtain the sympathy of M.P.s now that the latter 
knew what an emergency call was. He said that the Society 
had had a very successful year with an average attendance at 
meetings of.67. Mr. Eric Steeler proposed the health of the 
guests, and Sir Charles Harman, who replied, amused his 
audience with judicial comments on the foibles of lawyers 
and doctors. Mr. Green-Armytage, who also replied for the 
guests, referred to the fear that local medical societies might 
disappear because the G.P. had so little time to attend meet- 
ings and take part in social functions. The evening ended with 
the inauguration of the new president, Mr. Geoffrey Parker. 


Irish Medical Schools and Graduates Association 

A dinner and dance were held in London on May 3. The 
president, Mr. J. Johnston Abraham, presented Dr. Ivan W. 
Magill with the Arnott Memorial Medal for his distinguished 
pioneer work in anaesthesia. This medal was first awarded in 
1900 and has since then been presented at intervals to many 
Irish medical men for their medical distinction or for acts of 
bravery in the Services. The new president of the association, 
ir William P. MacArthur, was presented with the chain of 
office for the coming year. The next meeting will be the 
luncheon at the B.M.A. Annual Meeting in Liverpool. Those 
wishing to join this association, which was founded in 1878, 
should communicate with the secretaries of the association at 
149, Harley Street, London, W.1. 























Literature on Cancer 

Cancer Current Literature is a new periodical index produced 
by the American Cancer Society. It covers those journals 
received at the libraries of the American Cancer Society, the 
New York Academy of Medicine, and the Medical Society of 
the County of Kings. The first number is dated January, 1950. 
Particulars may be obtained from the society at 47, Beaver 
Street, New York 9, U.S.A. 
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World Health Assembly 

Opening the third World Health Assembly on May 8 
Dr. Brock Chisholm, Director-General of W.H.O., said that by 
the end of 1949 W.H.O. regional offices were functioning in 
Alexandria for the Eastern Mediterranean Region, and in New 
Delhi for the South-east Asia Region, while the Pan-American 
Sanitary Bureau in Washington was serving as the Regional 
Office for the Americas. A special office had been set up for 
Europe to pave the way for the creation of a regional office for 
that area. After pointing out that “most of the diseases from 
which humanity suffers are, at the present stage of development, 
entirely avoidable,” he said that what was lacking and what was 
urgently needed was a greater determination on the part of all 
national administrations to expand the health resources of their 


: countries and thus raise the health standards of their popula- 


tions, seconded by an active international effort to ensure to all 
peoples the widest possible application of the discoveries made 
in the various fields of medical science and public health 
techniques. It was out of this necessity that W.H.O. was born. 
Why was it that their activities were still lagging behind the 
vitally important needs which they proclaimed more than four 
years ago? Their failure was due mainly to the inability of 
their governments to appreciate more fully the significance of 
health in the promotion of human prosperity, though some few 
governments recognized fully their responsibilities for the health 
of their people. To secure sufficient funds for work primarily at 
the national level was one of the major responsibilities W.H.O. 
must squarely face. Governments must be convinced that, at 
a time when they allot billions for unproductive rearmament 
purposes, at least a few more millions should be invested in the 
most precious values they have to protect—the health of their 
people and the health of their people’s children. There were 
no short cuts to improved health. If the promises made in the 
constitution of W.H.O. were to be carried out, sacrifices must be 
accepted by all governments in terms of money, man-power, and 
prestige. World health, world security, and world peace were 
indivisible and closely interrelated. 


Physician Honoured 

The April issue of Circulation, the journal of the American 
Heart Association, is devoted to honouring Dr. James Bryan 
Herrick, a pioneer in the study of sickle-cell anaemia and 
myocardial infarction and an authority on cardiology. A 
graceful foreword pays tribute to the “ gentleness, kindness, 
understanding, and leadership” which have “made him one 
of the outstanding teachers of our time.” Dr. Herrick is now 
emeritus professor of medicine in the University of Chicago. 


The Scottish Society of Anaesthetists 

The Scottish Society of Anaesthetists met for two. days at 
Dunblane Hydro Hotel on April 29 and 30 under the presidency 
of Dr. John Gillies, C.V.O., M.C. The society had not met 
since its activities were suspended in 1939. Dr. H. H. Pinkerton 
was elected vice-president and Dr. R. N. Sinclair honorary 
secretary and treasurer. The following were elected to the 
executive committee: Dr. Sheina Watters (Edinburgh), Dr. 
Leslie Morrison (Edinburgh), Dr. T. T. Stocker (Glasgow), 
Dr. I. M. Campbell Dewar (Glasgow), Dr. T. O. Robson 
(Aberdeen), and Dr. Wm. Shearer (Dundee). The society has 
now a membership of over 100. Dr. Gillies delivered his 
presidential address on “ Anaesthetics as a Specialty—Past, 
Present, and Future.” ; 


Anaesthesia Centre 

A centre for the study of anaesthesia was opened on May 3 
at the Rigshospitalet, Copenhagen. It is a co-operative enter- 
prise under the Faculty of Medicine of the University of 
Copenhagen and the World Health Organization, and Professor 
Erik Husfeldt, of the Faculty of Medicine, is the technical 
director of the centre. It will provide a one-year postgraduate 
course in modern developments in anaesthesia for medical men 
and women of Scandinavian and other European countries. 
Dr. Phyllis Edwards, of the West Middlesex Hospital, has 
been appointed one of the instructors. Twenty-one doctors 
supported by fellowships from W.H.O. have gone from various 
European countries to be trained at the centre. 


Translation of Scandinavian Scientific Literature 

The British Council states that throughout Scandinavia most 
original scientific work 1s now published in the English language. 
Some authors write in English and others have their work trans- 
lated locally, but, unless they are able to obtain the services of 
an English-speaking scientist to check the manuscript, the results 
may leave much to be desired. Scandinavian scientists realize 
that the most desirable course would be for each work to be 
checked by an English-speaking specialist who is working on 
almost identical lines. Such an arrangement would not only 
lead to the best results but could probably be readily arranged, 
since the scientist carrying out the checking would have a 
natural interest in the work. The British Council has there- 


' fore initiated a scheme whereby it will endeavour to place 


each manuscript submitted through its offices in Scandinavia 
with a scientist in Britain who is likely to have an interest in 
the work in question and can carry out the checking. It is 
understood that, in general, the Scandinavian scientists are will- 
ing to pay reasonable fees for such services, and arrangements 
have been made with the exchange.control authorities for such 
fees to be paid in local currency to the overseas offices of the 
British Council, and tc be paid out in sterling to those in Britain 
who give their assistance. The British Council itself will make 
no charge for its services. 


COMING EVENTS 


British Medical Students Association 

The following arrangements have been made for the week 
May 19-26. Aberdeen—May 23 (Anatomical and Anthropo- 
logical Society): Lécture by Mr. Norman M. Dott on “ Neuro- 
logy, Anatomy, and Anthropology.” May 23 (Medical Society): 
Lecture by Miss M. B. Fulton, Occupational Therapist. King’s 
College Medical Society—May 26, 8 p.m. to 1 a.m.: Term 
Dance at B.M.A. House, Tavistock Square, W.C.1. University 
of Durham.—May 26: Lecture by Mr. Geoffrey Armitage 
on “Without Frontiers.” Liverpool—May 25: Lecture by 
Dr. Mary Grosse, at 7 p.m. Oxford University Medical 
Society—May 23: Lecture by Dr. T. F. Fox, editor of the 
Lancet, on “Too Many Words.” 


Bone Structure 

The Bone and Tooth Society, which has been formed recently, 
will hold its first symposium on Tuesday, June 6, at 5 p.m. 
The subject is “Bone Structure,” and Professor W. D. 
Newcomb will be in the chair. Particulars may be obtained 
from the secretary, Mr. T. F. Dixon, Ph.D., Institute of Ortho- 
paedics, 234, Great Portland Street, London, W.1. 


British Association of Urological Surgeons 

The annual meeting will be held at Manchester on Friday 
and Saturday, June 30 and July 1, under the presidency of 
Mr. W. W. Galbraith. On June 30, after the business meeting 
at 9.30 a.m., short papers will be read and films shown. In 
the afternoon there will be operations and clinical demonstra- 
tions. The annual dinner will be at the Midland Hotel in the 
evening. On July 1, at 10 a.m., Mr. H. Donovan will open a 
discussion on “ The Results of Diathermy Treatment of Villous 
Papilloma of the Bladder.” Members and associate members 
who wish to read papers or show films are asked to submit the 
titles to the honorary secretary immediately. 


Cardiology in Brazil 

The Brazilian Society of Cardiology will hold its Seventh 
Congress at Rio de Janeiro on July 3. Particulars may be 
ebtained from the Secretary of the Society, Dr. A. A. Villela, 
Av. Nilo Pecanha, 38, Rio de Janeiro, Brazil. 


Social Work 

The International Conference of Social Work will be held 
in Paris on July 23-28. The main subject will be “ Social Work 
in 1950 : Its Boundaries and Its Content.” Further information 
may be obtained from the secretary, British National Com- 
mittee, 26, Bedford Square, London, W.C.1. 
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SOCIETIES AND LECTURES 


Monday 

CaMBRIDGE UNIVERSITY.—At Mill Lane Lecture-rooms, Cambridge, 
May 22, 5 p.m., “ Man and His Environment,” Inaugural Lecture 
by rofessor A. Banks. 

INSTITUTB OF NeUROLOGY: NaTIONAL Hospital, Queen Square, 
London, W.C.—May 22, 5 p.m., “ The Value of Angiogra hy in 
the Diagnosis of Intracranial Neoplasms, with Special slerence 
to the Cerebral Gliomas,”” by Dr. Arne Torkildsen (Oslo) 

OF HYGIENE AND TROPICAL MEDICINE, Keppel Street, 
Gower W.C.—Ma 22, 6.15 p.m., “ The Clinic Contribu- 
tion to Public Welfare,”” Newsholme Lecture by Sir Henry Cohen. 

Lonpon Universiry.—At University College (Anatomy Theatre), 
Gower Street, W.C., May 22, 5.30 pm., “The Cytology and 
Histochemistry of the Uterus and Placenta,’ by Professor G. B. 
Wi (Harvard ee 

University COLLEGE fyageicte ogy Theatre), Gower Street, London, 
W.C.May 22, 4.45 Genetics and Biochemistry,’ by 
Professor J. B. S. —~ "FRS 

WriIGHT-FLEMING INSTITUTE OF Coy, St. Mary’s Hospital 
Medical School, Paddington, W WW, J m * p.m. 2 2 - een’ 
of Antitoxic Immunity,” by Mr. A Glenny, F.R.S 


r Tuesday 
EUGENICS apes —At Re s ron Burlington House, Piccadilly, 
London, W.—May 23 rk, GK. Bo Quel, in the 
Population of Great Britain’ Poy “Mr. Ensor, M.A. do 
Lon mn 


INSTITUTE OF DERMATOLOGY, Lisle Street Lecoger Square 
W.C.—May 23, 5 p.m., 0 ee eetiaes of the Hair,” by Dr 


Miva g 
NSTITUTE OF NeuROLOGY: NaTIONAL HospiTaL, Queen Square, 
— W.C.—May .23, 5 p.m., “ Spinathalamic Tractotomy 
(Anterolateral Fn with Special Reference to Late 
Results,” by Professor Olof Sjoqvist (Stockholm). 
LonpDON SCHOOL OF HYGIENE -_ TROPICAL MEDICINE, Keppel Street, 
Gower Street, W.C.—M a , 6.15 p.m., “‘ The Clinical Contribu- 
tion to Public Welfare,’ ewsholme Lecture by Sir Henry Cohen. 
Lonpon UNIversity.—At St. 's Hospital ae School 
ao hes Institute Lecture neatre), Paddingto » May 
The Use , t. oo prod in Pedding Treatment of 
Tseteke Diseases, with S$ ial | Reference to the Effects of 
Aureomycin and Chloramphenicol,” by Professor Perrin H. Long 
(Johns Hopkins University School 45 Me exe Ph 
LonDON UNIVERSITY.—At haem he OR ser Theatre), 
Gower Street, W.C., May 23 — “The Physiology of the 
—- Nervous System,” by Professor F. Bremer (University of 
russels 


Royat Eye Hospirat (Kino’s Correce Hospirat Group), 
St. George’s Circus, London, A ad 23, 5 p.m., “ Surgery of 
the Lacrimal Apparatus,” by Mr. T. M. Tyrrell. 


SocieTy OF PuRLic ANALYSTS san OTHER ANALYTICAL CHEMISTS: 
BioLocicaL MetHops Group.—At cag Society of London, 11, 
Chandos Street, Cavendish Square, W., May 23,,2.15 p.m., “ The 
Assay of Vitamin B,,,”” Symposium. 


Wednesday 

EDINBURGH UNiversiTy.—At Ph pole 
New Buildings, Teviot Place, . 5 p.m., “Simple Herbs and 
Synthetic Remedies,” by Dr. Devaies Guthrie. 

HarVEIAN Society oF Lonpon.—At 26, Portland Place, London, W.., 
May 24, 8.15 p.m., discussion: “ i* Problems of Fibrositis,” 
speakers Drs. Ss. C. Copeman, J. H. Cyriax, William Tegner, 
and Francis Bach. 

INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF LONDON), Judd 
Street, London, W.C.—May 24, 5.30 p.m., “ Diabetes Mellitus 
and the Eye,” by Mr. J. H. Doggart. 

INSTITUTE OF PsycHIATRY (UNIVERSITY OF LONDON), Maudsley 
Hospital, k Hill, London, SE—May 24, 4.30 p.m., 
lecture-demonstration for postgraduates by Dr. K. Cameron. 

LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE, Kavos Street, 
Gower Street, W.C.—May 24, 6.15 p.m., “ The Clinical Contribu- 
tion to Public Welfare,’’- lewsholme Lecture by Sir Henry Cohen. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—May 24, 3.45 p.m., Cineradiographic demonstra- 
tion of orthopaedic su ubjects (joint movements, etc.), by Dr. Russell 
J. Reynolds; 5 am. ., ““ Diseased — Erasmus Wilson Demon- 
stration by Mr. P. H. Mitchiner 

Royat Eye HospiraL (Kino’ s Coitece Hospitat Group), 
St. George’s Circus, London, Ly yd 24, 5.30 p.m., “ Ophthal- 


Lecture Theatre, University 


mic Neurology,” by Mr. L. H. Sa 
Thursday 
HonyMAN GILLESPIE Lecrures.—At Anato Theat University 
New Buildings, Teviot Place, Edinburgh a ei -- St 
Tubal Factor in Female Sterility,” ee Dr. Matthew. 


INSTITUTE OF CHILD HEALTH (University of ceident. —At Hospital 

for Sick Children, Great Ormond Street, London, W.C., May 25, 

5 p.m., “ant fy ~ be Rate of Wound Healing,” Alex. 

Simpson-Smith ofessor Ph. Sandblom (Stockholm). 

INSTITUTE OF hoe mpidhag Nationa Hosprrat, Queen Square, 

don, W.C.—May 25, 5 pm, “ Cerebral Angiography 
(Techniques and Generalities), ” by Dr. Almeida Lima (Lisbon). 


INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY | OF Lonpon), Judd 
Street, London, W.C.—May 25, 5.30-p.m., “ Diseases and Afec- 
sone ‘of the Nose in Relation to the a ” by Mr. D. 

vis. 

Royat Eye MHospirat (KIno’s COLLEGE ee. Group), 
St. Gone Circus, London, S.E.—May ) 4.15 p.m., 
“ Visual Fields: Normal and Pathological.” . C. Taylor ; 
(2) 5.30 p.m., “‘ Operative Surgery,”” by Miss J. M. ‘Dollar 

St. GeorGce’s Hosprrat MEDICAL SCHOOL, Hyde Park Corner, 
London, S.W.— ay 2: 25, Mg 30 p.m., “ Neurology,’ * lecture-demon- 
stration by Dr. A. 

WESTMINSTER SCHOOL OF a Re a Lecture Theatre, 
Horseferry Road, London, S.W.—May 25, 5.30 p.m., clinico- 
pathological meeting. Discussion : EY shecblacorts Foetalis.” 


Friday 


INSTITUTE OF NEUROLOGY: NATIONAL HospiraL, Queen Square, 


London, W.C.—May 26, p.m., “Cerebral Anzio, raphy 
(Diagnosis of Tumours of the Cerebral Moubehaend’ © 
Dr. Almeida Lima (Lisbon). 


INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF ‘Lonpon), Judd 
Street, London, W.C.—May 26, 5.30 p.m., “ Retrolental Fibro- 
plasia, ‘» by Mr. A. G. Cross. 

KENT AND CANTERBURY HospiTaL, Canterbury.—May 26, 8 p.m., 
clinical meeting. 

Mapa VaLe Hospital, FOR Nervous Diseases MEDICAL SCHOOL, 
Maida Vale, London, W.—May 26, 5 p.m., clinico-neurological 
demonstration, by Dr. Marion Greaves. 

RoyAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—May 26, 5 p.m., “ The Anatomy of the Bone, od 
Arnott henassuetiin by Mr. F. S. Gorrill. 


APPOINTMENTS 


BIRMINGHAM REGIONAL Hosprrat Boarp.—Consultant Venereologist to ame. 
Margy aay South Worcestershire, and Hereford Groups of Hospitals, Arthur S 


Wigfield, M. 
CLaR eases Epwarp, M.D., aM. R.C.P., Consultant Physician, Highlands 

Hospital, Winchmore Hill, London, N. 
East ANG yp ay page > Boarp.—Consultant Ps, ex at Helles- 
don Mental “Hospital S MacKeith, M.R.C.S., L.RUC. ei Senior 
General ‘Medicine at Norfolk and Norwich Hospital, es I. Willey, 


BM Bch 
B.Ch., M.R.C.P 

REGIONAL Hospitat Boarp.—Consultant Chest P ory for North 
Wirral and Birkenhead “ren DL | * Coldwell, 34 M.B., B.Ch., M.R. Consultant 
Chest Physician for South Liverpool Area, F. 8. Crawley, M.D. MRGPDP 
aes, Cae Chest WOR CP. *(Whole-time) for East Liverpool ae, 


R H. M. Ross, M. 
MARKHAM, MARY y Mumm, M.B., Ch.B., D.P.H., D.T.M., Assistant County 
Medical Officer and Medical Officer of Health, No. 2 Area, tingdonshire. 
MonrTuscu!, E., M.D., M.R.C.P., Honorary Physician, Italian Hospital, Queen’s 
Square, London, W. 
RaFFie, P. A. B., M.D., D.P.H., D.I.H., Senior Assistant Medical Officer, 
London Transport. 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


> May 3, 1950, in London, to Joan (formerly Burke), wife of 
Dr. E Cohen, a son. 
Duminer-—0n iy 16, 1950, at Princes Risborough, Bucks, to Hilary, wife 
of Dr. Dummer, a daughter. 
% ” May 11, 1950, to Rhoda, wife of A. 
F.R.C.S.Ed., of 3, Park Circus Place, Glasgow, a son. 


DEATHS 


Carter.—On May 11, 1950, at The Elms, Forty Hill, Enfield, Middlesex, Ernest 
Christison Carter, M D.Ed., M.R.C.P., aged 84. 
Denme.—On May 10 1950, "at 14, St. Katherine’s Road, Torquay, Francis 
Vincent Denne, M.D., aged 81. 
Elliott.—On May 7, 1950, Thomas Robert Elliott, L.R.C.P.&S.I. and L.M., of 
Coton Crescent, Shrewsbury. 
~—On May 4, 1950, “Thomas Fleming, M.B., Ch.B., of 172, Wells 
Road, Knowie. Bristol, aged 58. 
Fallerton.—On May 4, 1950, at the gn! Hospital, Pembury, Arthur Hugh 
Theodore Francis Fullerton, M.R.C.S "LRCP, D.T.M., Major, R.A.M.C., 
retired, of Tettenhall, Staffs. 
—On May 7, 1950, at Walmer, William Davey Hayward, M.B., Ch.B., 
Lieutenant-Colonel, I.M.S., retired, aged 81. 
Mothersole.-—On May 12, 1950, at 33, Fourth Avenue, Bolton, Lancs, Robert 
Devereux Mothersole, M.D., M.S., F.R.C.S., aged 84. 


Tan L. Maitland, . 


Peters.—On May 8, 1950, at “ The Ferns,” ‘Nailsea, near Bristol, Benjamin ~- 


Alfred Isaac Peters, M.D., D.B.H. 
Robertson.—On 20, 1950, at Chase House, Tidenham Chase, near 
Cliepstow, Robert Charles Robertson, O.B.E.(Mil.), M.B.. Ch.B., aged 69. 


Trotter.—On May 5, 1950, pees ‘Jarvey Trotter, M.B., Ch.B., of 18. 


Farmland Walk. Chislehurst, Ken 

Usher.—On May 9, 1950, Ruth Dorothy Usher, M.R.C.S., L.R.C.P., of 138, 
Bickenhall Mansions, London, W. 

w —On May 8, 1950, at 2, Rosebery Place, Dunbar, Alfred George 
Norton Weatherhead, M.B., Ch.B., of 524, Stretford Road, Manchester. 

Wilson.—On May 9, 1950, at Little Colstrope, ee Henley-on-Thames, 
Andrew Stewart Wilson, M.B., Ch.B., aged 70 
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ANY QUBSTIONS ? 





Any Questions ? 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


" Postural Hypotension 


Q.—On what signs should the diagnosis of postural hypo- 
tension be based? What is its aetiology and is there any 
satisfactory treatment ? 


A.—The diagnosis of postural hypotension is based on 
demonstrating a fall of at least 15 mm. Hg in the systolic 
blood pressure and of at least 10 mm. Hg in the diastolic 
pressure when the patient stands up, the pressure having been 
measured previously when he was lying down. The condition 
represents a failure of vasomotor reflexes which normally 
compensate for the effect of gravity on the circulation. The 
common practical cause is debility, and the condition is seen 
classically in convalescence. The best treatment is by fresh 
air, gentle exercise, mental relaxation, and good food. Late 
hours and too much alcohol should be avoided. Rare causes 
include lordosis or other space-filling intra-abdominal lesions 
which compress the inferior vena cava when the patient stands 
up. This results in a serious fall of right auricular pressure, 
which may act as a trigger for a vasomotor faint. It is likely 
that the convalescent faint also depends primarily upon a 
critical lowering of venous pressure. The best examples of 
postural hypotension seen nowadays are those that follow the 
Smithwick operation for hypertension. 


Pruritas Ani 


Q.—What is the aetiology of pruritus ani, and what is the 
best treatment for it ? 


A.—Pruritus ani may accompany skin diseases affecting that 
area, as, for example, ringworm infection, psoriasis, and sebor- 
thoeic dermatitis. It may, in those predisposed to the condi- 
tion, be provoked by local disorders, such as haemorrhoids, 
glycosuria, or discharges. The majority of so-called idiopathic 
cases appear to be of psychosomatic origin. Emotionally the 
anal skin is very sensitive, and itching and scratching may start 
a habit difficult to break. Constipation and irritant foodstuffs, 
including alcohol and black coffee, are to be avoided. Aspirin 
er. 10 (0.65 g.) often relieves the irritation and should be 
administered at night and repeated if necessary. Great care 
should’ be taken to ensure cleanliness, and if there is no 
eczematization a dusting powder containing 33% calomel is 
often helpful. Other useful applications are the dyes and 
silver nitrate and tar, but they are not very convenient. Frac- 
tional doses (100 r units) of Grenz-rays or unfiltered x rays 
at low kilovoltage (60 kV.) in conjunction with the general 
and local measures indicated are invaluable, but should be con- 
trolled by a dermatologist. The use of ointments containing 
local analgesics should be avoided, and the same applies to 
injection therapy. 


Tests for Drunkenness 


Q.—When called to the police station to examine a man 
charged with being drunk in charge of a motor-car what 
signs should one look for, and what is their significance ? 
Ought specimens of blood and urine to be taken and sub- 
mitted to a laboratory for examination? If so, is the consent 
of a man under the influence of alcohol sufficient ? 


A.—In examining an individual suspected of being under 
the influence of alcohol a doctor almost-invariably starts with 
the knowledge that the suspicion has arisen because of some 
degree of observed abnormality of behaviour. The purpose of 
the medical examination is to verify the presence of an abnor- 
mal condition and to determine whether it is due to intoxica- 
tion by alcohol or not. The doctor’s observations, tests, and 


interrogation are intended to detect the presence of mental and 
physical aberration and incoordination, which will not only 
reveal the presence of an abnormality but also indicate its 
degree and, therefore, whether the individual is thereby. unfit 
to be in charge of a motor vehicle. The tests customarily 
employed can be found detailed in most textbooks of forensic 
medicine. An opinion that alcohol is the cause of any abnor- 
mality detected must be based on the presence of an accumula- 
tion of evidence pointing in that direction, no single item of 
which may be conclusive in itself, and the absence of features 
indicative of other possible causes, such as head injury, disease, 
physical disability, or some other form of intoxication. When 
the man has been involved in an accident it is often difficult to 
decide whether his abnormal condition is due in whole or in 
part to the accident or to the consumption of alcohol. Opinion 
must be based on a full consideration of the signs and symp- 
toms presented by the individual, the presence or absence of 
injury and its site and severity, and the details of the accident 
itself. Though a case may be difficult, the doctor should not 
evade the issue and should give his honest opinion. He must 
remember that his opinion will be considered by the court in 
conjunction with all the other evidence in the case, and any 
reservations he may make will be given due weight. 

The presence of alcohol in the blood or urine is clear evi- 
dence that alcohol has been consumed and evidence also of 
the minimum quantity which must have been consumed. An 
estimate of the concentration of alcohol in the blood or urine 
is therefore of great value when taken in conjunction with the 
clinical findings as evidence of the responsibility of alcohol for 
the individual’s abnormal condition. The decision whether 
blood or urine alcohol estimation is necessary or advisable 
depends on the circumstances of the case and the laboratory 
facilities available. It is necessary to obtain the consent of the 
individual to the general examination in the first place, and a 
further free consent should be obtained before taking from him 
any sample for analysis. The validity of the consent will 
depend largely on whether the individual is given clearly to 
understand his right to refuse if he so chooses. If the indi- 
vidual is so far under the influence of alcohol as to be incapable 
of giving a rational answer, there can be little doubt about his 
unfitness to be in charge of a motor vehicle. In such a case 
the doctor must exercise his own judgment on the medical 
requirements of the individual as a patient. 


B.C.G. Vaccination and Isolation 


Q.—In vaccinating child-contacts of adults in the home it is 
stated that the child should be Mantoux-tested, and, if found 
negative, be removed from the source of tuberculous infection 
for a period of six weeks. At the end of this period Mantoux 
testing is done again to determine if the child has been “ con- 
verted” naturally or not. If still negative the child is vacci- 
nated and “isolation” continftled for another six weeks. The 
chief difficulty at present is in finding “ isolation” accommoda- 
tion for children for this period of 12 weeks. If the open 
case in the household is removed the greater source of infec- 
tion is eradicated and isolation can presumably take place in 
the home. If on the other hand the open case or the child- 
contact cannot be removed for an appreciable number of 
months, is there any additional danger to the Mantoux-negative 
child-contact in vaccinating him with B.C.G. while the two are 
in the same household ? 


A.—It is obvious that, if any reliable estimate of the value 
of B.C.G. vaccination is to be made, isolation precautions must 
be observed, and this is their main function. According to 
Wallgren there is no danger in vaccinating a previously infected 
child with B.C.G., and very large numbers of vaccinations have 
been performed in Europe under conditions which precluded 
isolation of the children. Whether B.C.G. is given or not, 
every possible means should be used to prevent a child in a 
tuberculous household from coming into contact with the 
patient. Removal from the house is the best method, but, if 
this is impossible, precautions within the home must be taken. 
In either case it would appear justifiable to vaccinate the child 
if serial Mantoux tests with an interval of six weeks are negative. 
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Analgesics and Antispasmodics 

Q.—For an elderly patient with pain, with or without spasm 
—for example, cases of inoperable carcinoma or gall-stones— 
what is the safest analgesic and/or antispasmodic which can 
be left with the patient? Injections of morphine and atropine 
are arduous for doctor and patient. What are the drugs of 
choice which can safely be left for oral administration by the 
patient, and in what dosage are these safe and non-habit 
forming ? 

A.—The choice of drug must depend on the circumstances, 
and in this respect inoperable carcinoma and gall-stones are 
not comparable. In the first instance it matters little whether 
the drug is habit-forming or not; the indication is to make 
the patient’s last months endurable. On the other hand, in a 
patient with gall-stones it would be desirable to try to assess 
how much of the pain was to be attributed to inflammatory 
processes in the gall-bladder and how much to spasm of plain 
muscle in the biliary passages. If the latter preponderated, an 
antispasmodic, particularly nitroglycerin, might be more effec- 
tive than a true analgesic. Thus in undertaking the relief of 
pain a careful consideration of the processes evoking it in the 
particular patient is of the first importance. Nerve block, or 
even cordotomy, may be far more effective than analgesics in 
some instances. Nevertheless in many patients regular anal- 
gesics are necessary. When pain can be no longer controlled 
by tab. codein co. or amidopyrin, there remain only the newer 
synthetic substances “ pethidine” and “ physeptone,” and the 
morphine group. Pethidine is useful when spasm plays a part 
in causing pain and is effective by mouth; physeptone is liable 
to cause vomiting. Morphine, opium; “ omnopon,” and their 
synthetic relatives, such as “dilaudid,” can all be given by 
mouth if injection is inconvenient. All these drugs, including 
pethidine and physeptone, are habit-forming and require to 
be used with circumspection. In this respect, no safe and 
effective analgesic yet exists. 


Splenectomy for Cooley’s Anaemia 

Q.—Splenectomy has been advocated for Cooley’s anaemia 
but appears to have fallen into disrepute. I should be glad to 
know the reason for this and also to have references to the 
literature. In three recent cases I have had good immediate 
results from splenectomy. 

A.—tThe place of splenectomy in Cooley’s anaemia is well 
established. It is not curative, but it may lessen the rate at 
which blood destruction takes place. It may be found that 
transfusions need to be given less often, and that children grow 
more rapidly, after the operation. An interesting demonstration 
of this is provided by Govan’s account of splenectomy in one 
of identical twins with Cooley’s anaemia (J. Pediat., 1946, 29, 
504). It is generally believed that splenectomy does not increase 
the expectation of life in this disease. The position is discussed 
in the standard haematological- textbooks such as those of 
Wintrobe and Sturgis (Wintrobe, M. M., Clinical Hematology, 
2nd ed., 1946, Philadelphia, Lea and Febiger ; Sturgis, C. C 
Hematology, 1948, Springfield, IIl.). 


Eumydrin in Congenital Pyloric Stenosis 


Q.—Physiologically the parasympathetic produces contrac- 
tion of the muscularis and relaxation of the sphincters, while 
the sympathetic produces relaxation of the muscularis and 
contraction of the sphincters. If the parasympathetic is para- 
lysed, the sympathetic is free to act without opposition as in 
cases of megacolon. How, then, can the action of “ eumydrin” 
in hypertrophic pyloric stenosis in infants be explained from 
a physiological standpoint? Moreover, how can this action 
be applied to the two views about the hypertrophied muscle : 
(i) thatthe disease is principally a hypertrophy of the sphinc- 
ter; (ii) that the disease is a hypertrophy of the pyloric antrum, 
canal, and sphincter ? 

A.—This question, to which no clear answer can be given, 
has puzzled many. Reference to a large number of authorities 
and books on the subject fails to provide a really satisfactory 
answer. The truth of it is that the innervation of the pylorus 
does not seem to be as simple as the inquirer and many of the 


older physiologists suggest. This simple innervation seems to 
have been worked out only for the ileo-colic sphincter, and there 
is a good deal of evidence to suggest that the reaction of the 
pylorus and stomach to drugs and nerve stimuli depends upon 
their state at the moment. If they are atonic, stimulation of 
either the parasympathetic or splanchnic causes an increase in 
tone, whereas if they are hypertonic or spastic such stimula- 
tions have exactly the opposite effect. Incidentally, it is by 
no means proved pharmacologically that eumydrin or atro- 
pinae methylnitras has any beneficial effect in the congenital 
pyloric stenosis of infancy, though it has a considerable reputa- 
tion in this respect from the purely clinical viewpoint. 

Whatever may be the explanation, there is evidence that in 
some cases, and in curiously variable and unpredictable fashion, 
eumydrin does reduce the vomiting in congenital pyloric 
stenosis. Theoretically this may be explained by a central 
action or a peripheral action on either the pylorus or the main 
body of the stomach. Unfortunately the condition does not 
occur in animals, and in affected babies the risks are too grave 
to permit experimentation. In good hands and with a good 
team surgical treatment now has a negligible mortality. 


Oestrogens and Endometriosis 


Q.—What dosage of oestrogens at what intervals should be 
given in the treatment of an artificial menopause? In the case 
1 have in mind, bilateral oophorectomy was undertaken four 
months ago for ovarian and pelvic endometriosis. Hyster- 
ectomy was not performed. Is it safe or advisable to give 
oestrogens to control hot flushes, drenching sweats, and palpita- 
tions, or is there a risk of reactivating the endometriosis? Is 
any other treatment needed ? 


A.—Oéestrogens are contraindicated. They would defeat the 
whole object of the operation and reactivate the endometriosis. 
Alternative forms of treatment which might be tried in a case 
of this kind include vitamin E in large doses, calcium, thyroid, 
phenobarbitone, and androgens. They are described in some 
detail in a reply to a question published in the Journal of 
February 11 (p. 385) under the heading “ Artificial Menopause.” 


NOTES AND COMMENTS 


Trichomonas Vaginitis—Dr. FrRaNK RIGGALL (Prairie Grove, Ark., 
U.S.A.) writes: The excellent answer to a question under this head- 
ing (“ Any Questions ? ” March 25, p. 743) may be augmented. 
Long-continued treatment is necessary; two months is too short. 
Daily douching, whether the patient is menstruating or not, is needed, 
for during menstruation trichomonas flourish and multiply. ‘ Reinfec- 
tion seems to occur from the rectum, and our instruction sheet directs 
the patient to cleanse, after defaecation, from before backwards. 
Most women habitually cleanse from behind forwards. In stubborn 
cases the husband’s urine should be cciitrifuged and examined for 
trichomonas. He may be the source of reinfection. However, this 
test should never be done until the doctor has stated that, if present, 
the trichomonas passed from wife to husband in the first instance. 
Condoms are better than abstention from intercourse. They preserve 
marital harmony and minimize the seriousness of the infection while 
admitting its annoyance. Acetarsol is the stand-by. At first used 
nightly, after six or eight weeks every other night is enough, After 
three months twice weekly for six weeks suffices. Picrate preparations 
may, and do, produce severe vaginitis. Lactic acid and vinegar 
douches are disappointing. The best douche seems to be liq. plumbi 
subacet. dil. (1 oz. (28.4 ml.) to 1 quart (1.1 litres) of water). I 
learned this from a surgeon in Burnley, Lancs, 20 years ago, and I, 
and many patients, have been grateful since. 
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